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ABSTRACT 
Background: In order to accelerate universal health coverage, Nigeria’s National 
Health Insurance Scheme (NHIS) decentralized the implementation of government health 
insurance to the States in 2014. Lagos has passed its State Health Scheme (LSHS) into 
law with a statewide roll out set to commence in 2018. The LSHS aims to improve access 
to quality care by reducing the financial burden of obtaining care for Lagos residents. 
Public and private healthcare providers are a critical component of this ambitious 
insurance roll out. Yet, little or no understanding exists on how to engage providers, the 
factors that influence their participation in insurance and expectations from the LSHS. In 
addition, little is known about the geographic distribution of NHIS accredited facilities 
and enrollees in Lagos State.  
Methods: This study used a mixed-methods cross sectional design to analyze 
primary and secondary data. Primary data included both quantitative and qualitative data 
and were collected from representatively selected 60 healthcare providers in 6 Local 
Government Areas (LGAs) in Lagos State through questionnaires probing issues on the 
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challenges and benefits of insurance participation, capacity pressure, resource availability 
and changes in financial management. Secondary data were obtained from NHIS and 
Lagos State inventory of health facilities, and household survey reports, and were 
visually mapped using a geographic information system (GIS) software. 
Results: Facilities participating in insurance were more likely to be bigger with 
mid to very high patient volume and workforce. In addition, private were more likely 
than public facilities to participate in insurance. Furthermore, increase in patient volume 
and revenue were motivating factors for providers to participate in insurance, while low 
tariffs, delay and denial of payments, and patients’ unrealistic expectations were 
inhibiting factors. Also, NHIS enrollees were more likely to be located in the urban than 
rural LGAs. However, many urban LGAs have larger population sizes and as a result, 
were also characterized with higher number of non-NHIS enrollees and fewer NHIS 
accredited facilities. For the LSHS, many private facilities anticipate an increased patient 
volume and revenue but also worry that low tariffs without guaranteeing a high patient 
volume would be a major challenge. For many public facilities, inadequate infrastructure, 
lack of workforce, and insufficient drugs and commodities remain major challenges. 
Conclusion: For the LSHS to be successful, effective contracting of healthcare 
providers especially those in the low income and densely populated LGAs is essential. 
However, this would require that provider payment is adequate and regular. In addition, 
the government would need to invest heavily in improving the infrastructure and the 
amount of workforce, drugs and commodities available to public facilities. 
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CHAPTER 1: BACKGROUND 
1.1 Introduction 
As the world bade farewell to the Millennium Development Goals (MDGs) and 
welcomed the Sustainable Development Goals (SDGs), there has been a growing global 
momentum and an increased focus on achieving universal health coverage (UHC) (1). In 
fact UHC has been touted as “the single most powerful concept that public health has to 
offer” (2). And to further make it a global priority, UHC was listed as one of the new 
SDGs to be achieved by 2030 (3). In its simplest form, UHC means that all individuals 
and communities receive good-quality essential health services they need without 
suffering financial hardship (2). It is said to be anchored on a human rights-based 
approach to health, as its goal is to ensure that all people obtain needed health services 
without becoming impoverished or further impoverished (4). 
Nigeria established its National Health Insurance Scheme (NHIS) in 1999 as a 
means to achieve UHC. However, the scheme, since it became operational in 2005, has 
been faced with numerous challenges including the failure of the act to mandate 
enrollment for the entire population and the consequential lack of adoption at the state 
government level. Thus, only about 5 million, representing 3% of the population, has 
government insurance coverage and they are members of the formal sector, particularly 
federal civil servants (5). In 2014, the NHIS instituted UHC reforms, one of which was 
decentralizing the implementation of health insurance to the states (6). Following this 
decentralization, several states have either passed or are in the process of passing the 
State Health Insurance Scheme (SHIS) into law. However, little or no attention has been 
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paid to the states’ capacities to operationalize this new coverage effort. 
Lagos is one of the states that has passed the SHIS into law. The Lagos State 
Health Scheme (LSHS) was passed into law in 2015 with plans to begin statewide rollout 
in 2018. Healthcare providers in both the private and public sectors in Lagos are a critical 
component of this ambitious insurance rollout. Their degree of cooperation and 
participation in insurance has the potential to determine the extent and level of quality 
care that population members would access. This is especially important, as there have 
been complaints in the public media suggesting widespread dissatisfaction from providers 
about the low tariffs, delayed payments, increased administrative burden and the losses 
incurred from participating in government and private insurance plans (7). Some, as a 
result, have discontinued participation or have not been motivated to participate in any 
insurance program. Some others, still participating, could be offering less quality care to 
insured patients in order to remain profitable. To that end, and in order for millions of 
Lagosians to have access to quality care through the LSHS, a proper understanding of 
how to engage and contract with healthcare providers becomes very pertinent. 
The purpose of this study is therefore to understand the factors that influence 
provider participation in an insurance program. It also aims to describe the characteristics 
of provider facilities that participate or do not participate in insurance. In addition, it aims 
to shed more light on where providers and enrollees currently participating in government 
insurance are located. Lastly, it seeks to understand the expectations of providers as the 
government plans to roll out the LSHS. The study used a mixed methods research design 
involving quantitative and qualitative methods. Primary data for this study was obtained 
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from a sample of healthcare providers in Lagos, while secondary data was obtained from 
the Lagos State household survey reports, Lagos State health facility inventory and NHIS 
health facility directory. The findings from this study can provide evidence to guide 
Lagos State in developing a strategy for targeting efforts to contract with providers and 
expand their participation in health insurance scheme in a phased manner. 
1.2 Country profile and overview of Nigeria’s health system 
Nigeria is located in West Africa with a population size of about 198 million 
people (8). It is a federal republic composed of 36 States, plus a capital territory, and 774 
Local Government Areas (LGAs). The states are divided into six geopolitical zones as 
shown in Figure 1: North East, North West, North Central, South South, South East and 
South West. It operates a federal system of government with three levels: federal, state 
and local. Each level has its own specific powers and structured to be independent in its 
administration (9). 
Similarly, health care in Nigeria is a three tier-system run at the primary, 
secondary and tertiary levels. According to the National Health Policy revised in 2004, 
primary health care1 provided by government primary health clinics or posts is largely the 
responsibility of the local governments with support from the respective state ministries 
of health. It is expected to serve as the entry point for care. Secondary health care 
delivered by the general hospitals is managed by the state governments, and provides 
                                                          
1 Primary health care in this study generally refers to the care received at the lowest level of health 
facilities (Primary health facilities). However, higher level health facilities (secondary and tertiary) 
also provide primary care and receive primary care capitation under the National Health Insurance 
Scheme. 
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services to patients referred from the primary health care level. At the tertiary level, 
highly specialized services are provided by teaching and specialist hospitals and care at 
this level is managed by the federal government (10). Through the government facilities, 
population members are supposed to enjoy free or subsidized care, however many of 
these facilities are typically characterized by a dearth of staff and shoddy attitude from 
health workers, poor infrastructure, and shortage of drugs and commodities (11–13). As a 
result, many patients receiving care in most government facilities still pay for drugs and 
medical tests out of pocket and the quality of care received by population members in 
these facilities is mostly perceived to be poor (14,15). 
Figure 1: Map of Nigeria 
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Asides from the government managed facilities, Nigeria also has a vibrant private 
health sector that delivers care at the primary, secondary and tertiary levels. The private 
sector includes clinics, nursing and maternity homes providing primary care, medical 
centers providing secondary and also primary care, and specialist hospitals providing 
tertiary care. In addition, the private sector includes large retail pharmacies, patent 
medicine vendors and traditional healers (16). 
In terms of health workforce, there are 20.2 skilled health professionals 
(midwives, nurses and physicians) per 10,000 population members in Nigeria, higher 
than 10.3 in neighboring West African country, Ghana, and the average of 15.1 in the 
African region. See Table 1. However, this number remains lower than the minimum 
threshold of 23 skilled health professionals set by the World Health Organization (WHO) 
(17,18). International bodies like UNICEF, PEPFAR, WHO, Global Fund, GAVI and the 
Bill & Melinda Gates Foundation are major players in the health system. GAVI for 
example is one of the biggest funders of immunization activities in the country, while 
PEPFAR is the largest supporter of the country’s response to HIV/AIDS. These external 
supports account for a little over 5% of the country’s total health expenditure (18). 
Nigeria’s gross domestic product (GDP) is currently estimated at $405 billion, 
making it the largest economy in Africa, followed by South Africa at $295 billion (8). 
Despite having the largest economy, GDP per capita in Nigeria remains lower at $2175 
compared to South Africa at $5274. A large part of Nigeria government’s revenue comes 
from oil, and goes into the federation account. Through an allocation formula, each tier of 
government receives a share of the revenue. From the revenue, they decide how much 
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they will spend on programs including health care (19). However, despite the abundance 
of natural resources and manpower, poverty remains rife with almost 70% of the 
population living below the international poverty line of $1.25 a day (20). 
Table 1: Workforce per 10,000 Population in Nigeria and other West African Countries 
Country Physicians 
Nursing/Midwifery 
Personnel 
Pharmaceutical 
personnel 
Nigeria 4.1 16.1 1.1 
Burkina Faso 0.5 5.7 0.2 
Cameroon 0.8 4.4 <0.05 
Ghana 1.0 9.3 0.7 
Liberia 0.1 2.7 0.8 
Senegal 0.6 4.2 0.1 
Sierra Leone 0.2 1.7 0.2 
African Region 2.7 12.4 0.8 
Lower middle income 7.9 18.0 4.2 
Upper middle income 16.1 26.3 3.4 
Source: WHO, World Health Statistics 2015 
1.3 Healthcare Financing in Nigeria 
Healthcare financing is a major function of a country’s health system. It is 
concerned with how money is mobilized, accumulated and allocated to cover the health 
needs of a population such that the members of the population, particularly the poorest, 
are protected from the financial risk of accessing care at the time of need (18). Nigeria 
finances its healthcare through an uneven combination of public and private mechanisms. 
Private financing is the most dominant form of financing, which includes individual 
payment out-of-pocket and private prepaid plans. In total, private financing accounts for 
67% of the total health expenditure (THE), out of which, out-of-pocket (OOP) payment 
accounts for 96% and private prepaid plans account for 3%. Public financing is 
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government’s expenditure on health and accounts for 33% of the total health expenditure 
(18). 
Private expenditure on health has continued to grow over the years, however, 
government spending on health has remained low at 6.5% of the country’s total annual 
budget, a proportion lower than the 15% recommended by the WHO and agreed by the 
African Heads of States during the 2001 Abuja declaration (22). Total expenditure on 
health as a percentage of the GDP remains at 3.4%, lower than that of Ghana at 5.2% and 
the average of the African region at 4.2%. Similarly, per capita government expenditure 
on health (PPP int. $) is 61, lower than that of Ghana at 133 and the average of the 
African region at 106 (18). See Table 2. 
As a result, the health financing system in Nigeria is weak and inequitable. The 
minimal contribution from government to health means that a very large percentage of 
the population pay for healthcare out of their pockets. This undeniably limits access to 
only those who can afford it – the rich – and discourages the poorest members of the 
society from accessing care at the time of need. In the most recent national demographic 
health survey (NDHS), 42% of women reported the inability to pay for care as a barrier 
to assessing health services (23). This inability to pay was higher among women living in 
rural areas compared to women living in urban areas (49% vs. 32%). In addition, women 
in the lowest wealth quintile were twice as likely to report cost as a barrier to accessing 
care, compared to women in the highest wealth quintile. This financial barrier to care 
remains a large contributor to the high maternal and child mortality in Nigeria (23). 
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Table 2: Health Financing Indicators among Countries in West Africa 
  THE as % 
of GDP 
Government 
health 
expenditure 
as % of THE 
Private health 
expenditure 
as % of THE 
Out-of-pocket 
expenditure as % 
of private health 
expenditure 
Per capita 
government 
expenditure 
on health 
(PPP int. $) 
Nigeria 3.4 33.2 66.8 95.5 61 
Burkina Faso 6.1 58.5 41.5 82.7 56 
Cameroon 5.0 32.4 67.6 94.2 42 
Ghana 5.2 68.3 31.7 91.9 133 
Liberia 9.4 34.5 65.5 40.6 26 
Senegal 4.3 50.6 49.4 77.4 48 
Sierra Leone 10.9 17.9 82.1 76.1 31 
African Region 5.6 50.8 49.2 60.6 106 
Lower middle income 4.1 36.4 63.6 86.7 86 
Upper middle income 6.0 56.2 43.8 74.2 430 
Source: WHO World Health Statistics, 2015 
1.3.1 The Basic Healthcare Provision Fund 
As part of its commitment towards the financing and achievement of UHC by 
2030, the Nigerian government established the Basic Health Care Provision Fund 
(BHCPF) under Section 11 of the National Health Act in 2014. The BHCPF was set up to 
help fund a basic minimum package of health services for every Nigerian and would be 
financed from three main sources. The first is from the federal government annual grant 
of not less than 1% of the Consolidated Revenue Fund, while the second is through grants 
from international partners, and the third is funds from any other source including but not 
limited to investments and earned interest. The BHCPF is designed to supplement 
existing sources of public funding (24). 
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According to the National Health Act, the BHCPF will be allocated across three 
channels. In the first channel, 50% will be disbursed through the NHIS to fund the 
provision of basic health services to citizens in eligible primary and secondary health 
facilities. In the second channel, 45% will be disbursed through the National Primary 
Health Care Development Agency (NPHCDA) to strengthen the primary health centers 
(PHCs), of which, 20% will be used to provide essential drugs, vaccines and 
consumables, 15% to maintain and purchase new infrastructure for the PHCs, and 10% to 
finance the development of human resources for the PHCs. In the final channel, the 
remaining 5% will be allocated towards emergency medical treatment (24). 
On May 16, 2018 the National Assembly, the legislative arm of the federal 
government announced the implementation of the BHCPF. This allowed for the inclusion 
of additional N55 billion ($153 million), representing about 0.04% of the country’s GDP 
in the 2018 budget to fund basic health services for every Nigerian (25). Based on the 
allocation formula and if implemented accordingly, 50% of the additional funds ($76 
million) would go towards NHIS, 45% ($69 million) to the NPHCDA supporting the 
PHCs and the remaining 5% ($8 million) would be channeled towards emergency 
medical treatment. Stakeholders in the health sector are generally excited at the 
development, as these funds would be pivotal in revamping the primary healthcare 
system in Nigeria (26). Nevertheless, the procedures for harmonizing the BHCPF with 
existing funding for healthcare remains unclear. 
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1.3.2 History and Types of Health Insurance in Nigeria 
There are four main forms of health insurance in Nigeria. The first is the National 
Health Insurance Scheme (NHIS), established and managed by law by the federal 
government. The second is Private Health Insurance (PHI) available for purchase in the 
commercial market and provided mainly by the Health Maintenance Organizations 
(HMOs). The third is Community-Based Health Insurance (CBHI), instituted by law 
under the NHIS and targeted at population members who cannot purchase health 
insurance in the formal sector, and the last is the State-Based Health Insurance Schemes 
(SHIS), newly introduced by the NHIS to improve health insurance coverage at the state 
levels. See Figure 2. 
Figure 2: History and Timeline of Health Insurance in Nigeria 
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1.3.2.1 National Health Insurance Scheme (NHIS) 
The first time a National Health Insurance Scheme was proposed in Nigeria was 
1962. The health insurance bill was introduced to parliament by the then Minister of 
Health. However, it did not pass due to several issues, chief of which were the 
compulsory nature of the scheme, the focus on only one part of the country and the 
prohibition of private healthcare providers from participating in the scheme (27). The 
scheme was later reintroduced and was passed into law in 1999. However, this time, it 
was designed as a nationwide program, enrolment was made voluntary and both private 
and public healthcare providers could participate in the scheme. After a series of pilot 
programs and administrative hurdles, Nigeria eventually launched its NHIS in 2005. The 
goal of the scheme was to increase equitable access to healthcare, improve financial 
protection and achieve UHC for all residents (28). The scheme kicked off with insurance 
programs for the formal sector employees but subsequently introduced other programs 
for the informal sector: programs for community-based and voluntary contributors, and 
for vulnerable groups like physically challenged persons, prison inmates, children under 
five, pregnant women, and refugees. However, only the formal sector program has 
achieved some level of coverage, with the uptake of the other programs across the 
country remaining very poor (29). 
The formal sector is described as employees in the public sector, organized 
private sector, armed forces, police and other uniformed services. It also includes an 
insurance program for students in tertiary institutions. According to the NHIS operational 
guideline, contribution is earning-related with the employer paying 10% while the 
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employees pay 5% of their basic salaries in the organized private sector, constituting 15% 
of the employee’s basic salary. For the public sector (federal civil servants), the employer 
pays 3.25% while the employee pays 1.75%, constituting 5% of the employee’s 
consolidated salary. For the armed forces, polices and other uniformed services, the 
federal government pays 5% of the consolidated salary of the participants. There is no 
employee contribution expected from this group of workers.  
Through this contribution, an employee, spouse and four children under the age of 
18 receive coverage under the national scheme. Any dependent child above the age of 18 
is expected to be in a post-secondary educational institution and will be covered under the 
tertiary institution program. Each beneficiary is entitled to out- and in-patient care 
including maternity care and surgery. See Table 3 for the list of benefits in the NHIS. 
Services such as the provision of family planning commodities like condoms, advanced 
surgical procedures like mammoplasty, provision of contact lens, and artificial 
insemination in obstetric care are fully excluded from the benefit package, while high 
technology investigations such as the use of CT Scans and dialysis for acute renal failure 
are partially excluded from the benefit package  (29). 
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Table 3: List of Benefits in the National Health Insurance Scheme 
S/N Primary Care Level Secondary Care Level Tertiary Care Level 
1. Out-patient care including 
consumables 
– – 
2. Routine immunization – – 
3. Basic surgical procedures Surgical procedures that cannot 
be handled at the primary care 
level 
Complex surgical 
procedures 
4. HIV/AIDS Voluntary, 
Counselling & Testing, Health 
education & Management of 
simple opportunistic infections 
HIV screening and testing, 
Management of opportunistic 
infections and Provision of 
ART  
Management of 
complications from 
HIV/AIDS 
5. Basic internal medicine care Complex internal medicine 
care 
Complex internal 
medicine care 
6. Pediatric care Complex pediatric care Complex pediatric care 
7. Obstetrics and Gynecology Obstetrics and Gynecology Obstetrics and 
Gynecology 
8. Basic ophthalmology Ophthalmology Ophthalmology 
9. Emergency care – – 
10. Family Planning Education – – 
11. Counselling, Education & 
Management of Uncomplicated 
Sexually Transmitted Infections 
– – 
12. Mental health care – – 
13. Dental care education Dental health care including 
minor oral surgeries 
– 
14. – Care for Ear Nose and Throat Care for Ear Nose and 
Throat 
15. – Physiotherapy – 
16. – Laboratory investigations Laboratory 
investigations 
Source: NHIS Operational Guidelines 
The NHIS Council is the public body in charge of implementing and regulating 
the system, while HMOs2 act as intermediaries to purchase care, and manage payments to 
the health care providers. In Nigeria, HMOs are private or public companies registered by 
the scheme to assist in its administration and monitoring of care delivered by providers. 
                                                          
2 The HMOs in the Nigerian NHIS context refers to a health insurer, most of whom are contracted to 
handle payment of claims for secondary and tertiary health services by NHIS. This is unlike the 
United States definition, which assumes HMOs are organizations offering integrated payment and 
provision of covered healthcare e.g. Kaiser Permanente. 
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So far, over 60 HMOs and 8000 health care providers have been accredited and 
registered by the NHIS across the country (30). The NHIS, through the HMOs, pay a mix 
of capitation for primary care and fee-for-service for referrals to higher-level secondary 
and tertiary care. Employers determine which HMO to affiliate with while the employees 
have the choice of selecting their preferred provider from the list of providers in the 
HMO’s network.  
In terms of implementation, according to the NHIS Act, enrollment in the scheme 
is not mandatory for population members except for federal government employees. In 
addition, states can choose whether to adopt the scheme or not. As a result, only about 5 
million citizens, representing 3% of the population, have been covered (5). This uptake of 
insurance among states and population members is very low and does not advance the 
country very far towards the goal of UHC. 
To accelerate the move to UHC, the Nigerian government hosted a presidential 
summit in 2014 where it gave its highest political support to achieving UHC and 
reassured millions of Nigerians of its desire to provide healthcare that would reduce 
catastrophic expenditure, is equitable and of high quality (31). Since then, the NHIS has 
instituted UHC reforms, one of which includes decentralizing the implementation of 
health insurance to the states (6). Following this decentralization, several states have 
either passed or in the process of passing the SHIS into law. 
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1.3.2.2 Private Health Insurance 
Prior to the launch of the NHIS in 2005, private health insurance schemes had 
begun in Nigeria. The private insurance schemes operate in the commercial market with 
the HMOs that collect premiums from enrollees or their employers and negotiate with 
healthcare providers to deliver services to the beneficiaries at an agreed service rate. It is 
believed that the first HMO, United Nigeria Insurance Company, providing medical 
insurance locally and internationally, was incorporated in 1965 (32). By 1995, 0.03% of 
the population was covered by private health insurance and were largely in employer-
based insurance schemes (33). By 2005 and the start of NHIS, there were over 13 HMOs 
in Nigeria participating in private health insurance schemes (27). The benefits offered to 
beneficiaries differ based on each HMO and the type of insurance plan marketed and 
bought by the enrollee. At present, the proportion of individuals with private health 
insurance is unknown, however as stated earlier, the number of HMOs have increased to 
more than 60, and many enrollees of private insurance remain employees of large 
corporations, mostly located in urban areas. 
1.3.2.3 Community Based Health Insurance (CBHI) Scheme 
Both NHIS and private health insurance have achieved some level of coverage for 
population members in the formal sector but have been unsuccessful in reaching the large 
informal sector. As a result, the government included a community-based health 
insurance (CBHI) model within the NHIS as part of its attempt to provide health 
insurance coverage to those in the informal sector. The CBHI schemes are designed to 
target groups of households in local communities or occupation-based groups such as 
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market women and farmers associations (34). Membership is voluntary and enrollees 
contribute an actuarially determined flat fee, which can be paid monthly or over an 
agreed timeframe. Through their contributions, members and their families are able to 
access basic primary and secondary care from participating providers. 
The CBHI schemes have been implemented in Lagos, Kwara and Anambra states 
located in the South West, North Central and South East regions of the country 
respectively. It is also estimated that over 110 communities across the country have 
benefitted from the scheme. However, at present, it remains unknown how many CBHI 
schemes exist and their participation rates (35). In addition, studies evaluating the impact 
of these schemes have documented that despite their capacity to reduce the financial 
burden and improve access to quality care, they remain characterized by low participation 
rates from community members, potential adverse selection, and poor financial viability 
over the long term (36–38). 
1.3.2.4 State-Based Health Insurance Schemes 
Following the lack of adoption and consequent low penetration of NHIS at the 
state level, in 2014, the NHIS resolved as part of its reform to allow states to operate their 
own health insurance schemes. The decentralization of the NHIS meant that states would 
have the administrative autonomy over revenue generation and collection, and the 
purchasing of benefits for enrollees. NHIS would however, provide technical support in 
designing and operationalizing the schemes. In addition, it would support the states with 
funds from the BHCPF to finance insurance coverage for the poor and vulnerable 
population groups (6). 
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1.3.3 Lagos State Health Scheme 
At least 7 states in Nigeria have passed the State Health Insurance Scheme into 
law, while 4 other states are at advanced stages of passing the law (39). Lagos, the most 
populous state in the country with a population of about 24 million people, passed the 
SHIS into law in 2015. As part of the state’s commitment to providing high quality 
healthcare that would reduce catastrophic expenditure, the state government signed the 
Lagos State Health Scheme (LSHS) with the plan to commence implementation in 2018.  
The law established the Lagos State Health Management Agency (LASHMA) and 
the Lagos State Health Fund (LASHEF). The law makes provision for the state 
government to contribute 1% of its consolidated revenue fund into the LASHEF. Other 
funding sources for the scheme include funding from the federal government as stipulated 
in the National Health Act through the BHCPF, and contributions through grants from 
donors. Every Lagos resident is also expected to contribute to the health fund through 
premiums. LASHMA would be responsible for managing the fund including the 
implementation and administration of the scheme (40).  
According to the LSHS operational guideline, still in its draft form, there would 
be three main state-sponsored plans under the scheme. They are the Formal Sector Plan 
(FSP), Lagos State Health Plan (LSHP) and the Lagos State Private Health Plans 
(LSPHPs) (41). The FSP is for all public sector workers and private employers with more 
than 5 staff. Both employee and employer will contribute an actuarially determined 
amount towards the healthcare plan for the employee. The LSHP is for individuals and 
families in the informal sector and for employers with less than 5 employees. Under this 
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plan, the government will pay for those identified and registered as poor. Although the 
final details of the benefits package is still pending, enrollees in both FSP and LSHP will 
receive basic primary care including maternal and newborn services. In addition, they 
will be able to access affordable secondary and tertiary care from any accredited health 
facility. The LSPHPs are additional plans to the FSP and LSHP developed and marketed 
by the scheme. Enrollees registered for this plan will receive health services based on 
their level of contribution and the type of plan they buy.  
Under the LSHS, LASHMA will be responsible for the strategic purchasing of 
healthcare services. For primary care services, healthcare providers will be reimbursed 
through capitation while fee-for-service payment system will be used for secondary and 
tertiary level services. Capitation will be paid prospectively by LASHMA; it will be paid 
directly to the bank accounts of the providers and will be based on the number of active 
enrollees in each health facility. On the other hand, HMOs will be responsible for making 
fee-for-service payments to providers based on the level of approved higher care that is 
utilized by enrollees in each facility (41). 
1.3.4 Past and Current Insurance Programs in Lagos 
Prior to the passage of the LSHS, Lagos state rolled out four community-based 
health insurance (CBHI) schemes, which have altogether enrolled close to 40,000 
community members (42). They operate as a Public-Private-Partnership (PPP) between 
the state and local governments, and a private provider. The local government provides 
the primary health center for the scheme and is responsible for facility maintenance and 
provision of security, while the private provider arranges the staff, drugs and 
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commodities required to deliver care to the members. The state government through the 
State ministry of health subsidizes the capitation (a fixed rate per person regardless of 
services) paid by registered members to the provider. Community members interested in 
joining the scheme pay the remainder of the subsidized premium to the administrative 
arm of the Board of Trustees (BOTs) who manage the scheme. Members of the BOTs are 
typically selected from the community and include a government representative from the 
local government or council. A program assessment done in 2010 reported some positive 
outcomes relating to the quality of maternal and neonatal services and patient satisfaction 
from the Lagos community health insurance experiments. However, the assessment also 
noted high turnover rate among participating members and health providers (43). 
Apart from the CBHI schemes, Lagos has residents registered with the federal 
national health insurance program, NHIS. The NHIS uses the HMOs to pay capitation for 
primary care and fee-for-service to accredited healthcare providers for higher-level care. 
The HMOs are private or public companies registered by the scheme to assist in its 
administration and monitoring of care delivered by providers. The number of NHIS 
enrollees in Lagos, as in many states of the country, is  low and registered patients have 
increasingly complained about the poor quality of care received (44). In a recent study 
investigating the quality of diabetic care in hospitals, insured and uninsured patients 
received diabetic care of the same quality, with substantial deviations from the 
recommended guidelines. However, patients covered by the NHIS perceived their care to 
be worse compared to the uninsured patients even though they spent significantly less 
(45). In addition, in a study assessing the perception and experiences of NHIS enrollees 
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in three tertiary health institutions, over half of those surveyed were dissatisfied with the 
services received, particularly regarding the poor quality of the services, unavailability of 
drugs, and out-of-pocket payments on drugs and tests despite having insurance (46).  
In the commercial market, there are Lagos residents who have private health 
insurance through the HMOs, and although this number is unknown, it is estimated that 
around 7 million Nigerians have private health insurance, with many of them living in 
Lagos (47). 
On the provider side, there have been complaints in the public media suggesting 
widespread dissatisfaction from health facilities participating in NHIS and private 
insurance schemes about: first, the low fees received for services provided; second, 
delays in receiving payment; and third, increased administrative burdens and cost from 
participation (7). In addition, only a few pharmacies and laboratories accept or are 
registered with an insurance program. As a result, primary health facilities have been 
unable to refer their patients to pharmacies for drugs and laboratories for tests.  
Very few studies exist that examine the perception of healthcare providers about 
government and private insurance programs in Nigeria. Of the few available, one carried 
out in 2014, examined the uptake of NHIS among 180 private healthcare providers in 
Lagos state (48). The authors found that only 61% of the respondents accepted NHIS 
patients. In addition, half of the respondents were dissatisfied with the operations of the 
scheme citing reasons such as inability of the scheme to reimburse payment for services 
and the losses that they have incurred (48). Another study, which examined the 
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perception and practice of NHIS among 200 community pharmacists in Lagos, found that 
86% of the respondents were neither registered nor participating in the scheme (49). In 
addition, the study revealed the lack of integration among healthcare providers, poor 
payment system and funding as major barriers to participating in the scheme (49). 
Lagos with the presence of healthcare providers and experiences with different 
insurance schemes, therefore offers an avenue to understand the characteristics, 
experiences and motivation of providers who choose to participate or not participate in an 
insurance program. 
1.4 Significance of Study 
Several studies have documented the capacity of health insurance to reduce the 
financial burden of obtaining care, and thus improve access to quality care (45,50–54). 
For example, a short-term evaluation of a health insurance program in Kwara State 
located in the North Central zone of Nigeria, and implemented as a public-private 
partnership with support from the Health Insurance Fund (HIF) in the Netherlands, 
showed an increase in utilization of care and a reduction in out-of-pocket expenditure for 
its enrollees (50). Utilization of care increased by about 70% while out-of-pocket health 
expenditure reduced by 40% (50). Outside of Nigeria, a study in Indonesia that examined 
the impact of a pro-poor national insurance program on health facility and skilled birth 
deliveries observed that poor women with insurance had a 19% and 17% increased 
likelihood of health facility and skilled birth deliveries respectively compared to poor 
women without insurance (51). Similarly, in Ghana, a study examining the impact of a 
mutual health insurance scheme on access and quality of care among the poor in Ghana, 
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observed that those who were insured utilized the health facilities for care nearly 3 times 
more than those who were uninsured (53). In addition, those who were insured spent less 
out-of-pocket at the time of accessing care compared to the uninsured (53). 
Despite the capacity of health insurance to improve access to care, its success still 
remains contingent upon the degree of cooperation and participation from healthcare 
providers. Yet in many low- and middle-income countries (LMICs), no empirical 
analysis has been done on how to engage providers, what type of providers join or choose 
not to join, and why they join or choose not to join, an insurance program. In addition, it 
is unclear whether joining an insurance program can offer a pathway to quality 
improvement. If increasing health insurance coverage would guarantee a provider an 
additional pool of patients and a more reliable cash flow, it would be important to know 
if this addition would spur the provider to invest in infrastructure upgrades that may help 
improve quality of care. 
To that end, understanding the characteristics and motivation of providers who 
participate or do not participate in  insurance, could guide the formulation of a framework 
for contracting with providers to improve the provision and delivery of quality care. 
Similarly, these insights could prompt re-evaluation of, and influence policy on, the 
provider-payment system under the State Health Insurance Scheme. In addition, findings 
from this study could help provide evidence to guide Lagos State in developing a strategy 
for targeting efforts to expand provider participation in health insurance in a phased 
manner.  
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CHAPTER 2: METHODOLOGY 
2.1 Study Purpose 
The purpose of this study is to understand the factors that influence insurance 
participation among a sample of healthcare providers in Lagos. It also aims to describe 
the characteristics of provider facilities that participate or do not participate in insurance. 
Furthermore, it seeks to understand the expectations of providers from the LSHS 
including envisaged challenges and benefits. For the LSHS also, it aims to shed more 
light on where providers and enrollees participating in government insurance (NHIS) are 
located. 
This study therefore explored the following questions: 
1. What are the characteristics of provider facilities that do, and do not, participate in 
insurance programs? 
Hypothesis: The size, type, ownership, and location of provider facilities are all 
associated with insurance participation 
2. What are the drivers and barriers to provider participation in insurance programs? 
Hypothesis: High reimbursement fee, low amount of paper work, short processing time 
for reimbursements and lower probability of claim reduction and denial increase 
provider participation 
3. What opportunities and challenges do facility managers anticipate from the 
LSHS? 
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Hypothesis: Increased volume of patients, higher revenue and opportunity to invest in 
infrastructure upgrade are opportunities providers anticipate from the LSHS. Low 
reimbursement fee, inadequate infrastructure and shortage of workforce are challenges 
providers anticipate with the LSHS 
4. Where are the current enrollees and providers participating in government 
insurance (NHIS) in Lagos State located? 
Providers and residents in lower income neighborhoods are more likely to participate in 
government insurance than providers and residents in higher income neighborhoods  
2.2 Theoretical Framework 
The two-sided economic theory by Sloan and colleagues can be used in the 
analysis of health insurance markets and provider response to insurance (55). This theory 
suggests two markets in which providers sell their services. The first is the private market 
where providers are the price setters, determining the amount to charge for services 
offered to each patient paying out of pocket or via private insurance3. The other is the 
public market, where providers are price takers, accepting the fee offered by a public 
program like the NHIS without charging additional fees to the patients.  
As providers are firms and desire to maximize profit, it is natural that they will 
prefer to serve patients in a market where they can generate more profit or surplus. This 
suggests that the extent of provider participation in any program would be determined by 
their assessment of the benefits and costs of participating in the program. Studies done in 
                                                          
3 Despite the market power that private health insurance companies may have, healthcare providers 
also have the power to negotiate and influence the amount charged for services offered to enrollees of 
each health insurance company. 
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developed countries like the United States have identified several factors that may 
influence a provider’s assessment of the benefits and costs of participating in an 
insurance program (56–63). For the purpose of this study, each factor has been 
categorized under one of four characteristics: insurance program characteristics, 
beneficiary characteristics, health facility characteristics and the market characteristics. 
See Figure 3. 
Figure 3: Theoretical Framework for Provider Participation in Insurance Programs 
 
Under the insurance program characteristics, the reimbursement fee, amount of 
paper work, speed of processing payment, inappropriate claims reductions and denials 
can influence provider participation. For example, studies have shown that providers 
respond better to insurance programs that have high reimbursement fee, lower amount of 
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paper work, short processing time for reimbursements and lower probability of reducing 
and denying claims (56,57,60,62,63). 
Under the beneficiary characteristics, the difficulty of patients defined by the 
health need or risk level of the beneficiaries, ability of patients to understand insurance 
benefit package and income level of patients may influence provider participation in an 
insurance program. Providers may prefer to have low risk patients since they tend to 
utilize less care compared to high-risk patients. In addition, patients who understand the 
insurance benefit package are less likely to have a poor attitude towards their providers, 
have unnecessary and unrealistic expectations of care to receive and be more compliant 
with their treatments and medications. Furthermore, providers may prefer patients with 
high income with no insurance and can pay out of pocket when they access care. This 
payment process eliminates any administrative burden a provider will have to deal with 
in an insurance program (57–59). 
The characteristics of a health facility may also influence provider participation in 
an insurance program. For example, providers who offer care as specialists may be less 
likely to participate in an insurance program because of their advanced training and need 
to command higher fees compared to providers who are generalists and offer care at the 
primary level. In addition, the location of the health facility may influence provider 
participation. Health facilities located in a low-income area, rural area, areas with few 
health facilities and a low concentration of beneficiaries may be more likely to participate 
in an insurance program (57,59). Furthermore, the size of the health facility may 
influence provider participation. Health facilities with high number of beds and high 
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volume of patients capable of paying out-of-pocket may not be incentivized to participate 
in a government insurance program. Similarly, health facilities who accept and have a 
high volume of privately insured patients may not be willing to participate in a 
government insurance program (57–61,63). 
Finally, the characteristics of the market that affects the productivity of a provider 
such as the ease for providers to access capital and labor in the market, and the associated 
costs of accreditation, recruiting and training of staff, may influence provider 
participation in an insurance program. For example, the easier it is for a provider to 
access capital the more likely it can improve its infrastructure, recruit and train staff 
needed, achieve accreditation and increase revenue from additional insured patients.  It is 
more likely in the end that it would participate in an insurance program (59,63). 
2.3 Study Design 
This was a mixed-methods cross-sectional study exploring provider participation 
in health insurance. For the purpose of this dissertation, this study and its analysis has 
been separated into two parts. The first part referred to as the Primary Data Analysis, 
used both quantitative and qualitative methods to explore the first three research 
questions: 
 What are the characteristics of provider facilities that do, and do not, participate in 
insurance programs? 
 What are the drivers and barriers to provider participation in insurance programs? 
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 What opportunities and challenges do facility managers anticipate from the 
LSHS? 
Data for this part were obtained from the questionnaires administered to sampled 
health facilities in Lagos. The second part, referred to as the Secondary Data Analysis 
used quantitative and visual mapping methods to explore the last research question: 
 Where are the current enrollees and providers participating in government 
insurance (NHIS) in Lagos State located? 
The data for this part were obtained from household survey reports and health 
facility inventory lists. The rest of chapter 2 and the next two chapters (3 and 4) are 
entirely focused on the primary data component of this study. Chapter 5 is focused on the 
secondary data component. 
2.4 Study Location 
The primary data collection was conducted in Lagos state, the economic and 
business hub of Nigeria. It is located in the southwestern part of the country and has a 
population size of about 24 million people. As shown in Figure 4, administratively, it is 
divided into 20 Local Government Areas (LGAs) and 37 Local Council Development 
Areas (LCDAs).  
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Figure 4: Map showing Lagos State in Nigeria 
Relative to other states in the country, Lagos has one of the highest number of 
health facilities. According to the Healthcare Facilities Monitoring and Accreditation 
Agency, HEFAMAA, there are 26 General Hospitals4 and 256 Primary Health Centers 
managed by the state government, and over 2800 Private Hospitals, Specialist Clinics and 
Laboratories in Lagos (64).  Notwithstanding, quality of care is still perceived to be poor 
– the public facilities are usually crowded and patients experience long waiting times and 
shoddy attitude from healthcare workers (44). Politically, however, the current 
administration is committed to improving the social welfare of the residents of the state, 
and part of that commitment involves improving the quality of care and reducing the 
financial barriers associated with accessing such care at the time of need (42). 
2.5 Sample Size and Selection of Health Facilities 
Health facilities for this study were selected from an inventory5 of all health 
facilities in Lagos. This inventory was obtained from HEFAMAA but provided by 
                                                          
4 General hospitals are secondary health centers owned and funded by the state government 
5 PharmAccess Foundation provided this inventory. It has both public and private facilities including 
faith-based, laboratories, diagnostic centers, dental clinics, physiotherapy centers, special clinics for 
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PharmAccess Foundation, and was combined with a list of NHIS Lagos accredited 
facilities accessed online from NHIS’s website (65,66). Within this combined list, 
facilities categorized as Company, Army, Navy, Air force or Police-owned were removed 
as they were not relevant for the general population. In addition, dental clinics, 
standalone laboratories, special clinics that only provided services for the eyes, bones, 
skin, ears, nose or throat were removed from the list. Furthermore, duplicates and 
facilities with no information on location were removed. Following this process, 2726 
health facilities remained in the inventory. 
LGAs were selected to get a range of population and health financing 
characteristics. From the 20 LGAs in Lagos state, six LGAs were purposively selected 
for the study. They are Alimosho, Ibeju-Lekki, Oshodi-Isolo, Eti-Osa, Mushin and Ikeja 
LGAs. Alimosho was selected because it is the largest LGA and the most populous in 
Lagos. In addition, it has the highest number of health facilities, both private and public, 
compared to other LGAs. In contrast, Ibeju-Lekki is the smallest LGA, rural and the least 
populous in the state. It also contains the least amount of households registered with 
NHIS (44). Oshodi-Isolo LGA was selected because it has a high amount of households 
registered with NHIS compared to other LGAs, and interviewing healthcare providers in 
this LGA could offer insights into the challenges and benefits of participating in a 
government insurance program.  
Eti-Osa LGA compared to other LGAs has many wealthy neighborhoods and 
                                                                                                                                                                             
eyes and skin, and company-supported facilities. It contains 3376 facilities and was last updated on 
March 23, 2017. 
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many large domestic and international businesses. Private healthcare providers located in 
this area may have less incentive to offer services to patients with government insurance 
but prefer to offer services to the high-income residents who can afford to pay out of 
pocket or use private insurance. On the other hand, Mushin LGA has some of the poorest 
residents in Lagos who may not be able to pay for healthcare out of pocket at the time of 
need or afford to buy private health insurance. Lastly, Ikeja LGA was included in the 
sample because it represents the state’s capital and it is the location of the state’s 
secretariat and administrative offices. Interviewing healthcare providers in this 
government administrative area could offer insights into whether the facility managers in 
this area perceive the benefits and challenges of private and government insurance 
differently from those in other LGAs. 
As shown in Table 4 below, there are 1142 health facilities in the six LGAs, 
representing approximately 42% of all facilities in the combined inventory. In each LGA, 
health facilities were selected using a multi-stage stratified sampling technique (67). 
Strata were created according to the following: ownership, facility type, and insurance 
participation status. See Table 5. From each stratum, health facilities were randomly 
selected, and in cases where there was only one facility available in the stratum, that 
facility was automatically selected. In some other cases and for some LGAs without a 
facility available for a stratum, no facility was selected. As a result, there was a variation 
in the number of facilities selected per LGA, ranging from a minimum of eight to a 
maximum of 13 facilities. Furthermore, where there were additional facilities following 
the initial selection for each stratum, secondary options were drawn from the inventory. 
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These health facilities were selected in case the initially selected facility did not agree to 
take part in the study or in case of other unforeseen challenges that made it impossible to 
reach the health facility. 
Table 4: Health Facility Distribution for Sampled LGAs 
  Private Facility Public Facility   
  
Accepts 
NHIS 
Does not 
accept NHIS 
Accepts 
NHIS 
Does not 
accept NHIS 
Total 
ALIMOSHO 126 284 2 29 441 
Health Clinic/Post - - 1 29 30 
Nursing/Maternity Home 19 143 - - 162 
Medical Center/Hospital 105 137 1 - 243 
Specialist Hospital 2 4 - - 6 
Teaching Hospital -  - -  -  0 
ETI-OSA 36 106 1 16 159 
Health Clinic/Post -  - - 16 16 
Nursing/Maternity Home - 7 - - 7 
Medical Center/Hospital 33 80 1 - 114 
Specialist Hospital 3 19 - - 22 
Teaching Hospital -   -  -  - 0 
IBEJU-LEKKI 9   16  1 24  50 
Health Clinic/Post - - - 24 24 
Nursing/Maternity Home 2 6 - - 8 
Medical Center/Hospital 7 10 1 - 18 
Specialist Hospital - - - - 0 
Teaching Hospital - - - - 0 
IKEJA  73 81   1  17 172 
Health Clinic/Post - - - 17 17 
Nursing/Maternity Home 1 11 - - 12 
Medical Center/Hospital 69 57 - - 126 
Specialist Hospital 3 13 - - 16 
Teaching Hospital - - 1 - 1 
MUSHIN 35 72 1 8 116 
Health Clinic/Post - - - 8 8 
Nursing/Maternity Home - 24 - - 24 
Medical Center/Hospital 32 43 1 - 76 
Specialist Hospital 3 5 - - 8 
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Teaching Hospital - - - - 0 
OSHODI-ISOLO 80 102 1 21 204 
Health Clinic/Post - - - 21 21 
Nursing/Maternity Home 3 46 - - 49 
Medical Center/Hospital 73 52 1 - 126 
Specialist Hospital 4 4 - - 8 
Teaching Hospital - - - - 0 
GRAND TOTAL 359 661 7 115 1142 
Source: Lagos State Facility Inventory List 
Table 5: Stratified sampling for selecting health facilities 
Strata Definition 
Ownership Public or Private 
Facility type 
Health Clinic/Post, Nursing/Maternity Home, Medical Center/Hospital, 
Specialist Hospital or Teaching Hospital 
Insurance 
participation status 
There was no information available on facilities who accepted private 
insurance, as a result, we used the NHIS directory to determine health 
facilities accepting NHIS, and assumed that some of these would also 
differ in terms of other insurance types accepted 
 
In the end, 60 facilities were selected. This number represented 5% of the total 
number of health facilities in the six LGAs. The rationale for this sampling size was 
based on several considerations. First, the sample size took into consideration the 
objective of the data collection exercise, the timeframe, and resources available. The 
sample size is also consistent with what is adequate in the literature (68). As a result, it is 
believed that the sample size was large enough to gather substantial and relevant 
responses from the providers that were interviewed (69–71). 
Table 6 shows the distribution of health facilities selected for inclusion in the 
primary data collection activity. Alimosho, being the largest LGA, had the highest 
number of facilities, 13 (22%). In contrast, Ibeju-Lekki, being the smallest LGA, had 
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only 8 (13%) facilities, the lowest number. Mushin was 9 (15%) facilities while Eti-Osa, 
Oshodi-Isolo and Ikeja were each 10 (17%) facilities. Out of these facilities, 41 (68%) 
were private6 facilities while 19 (32%) were public facilities. In addition, 13 (22%) of the 
facilities were health clinics or posts, 10 (17%) nursing or maternity homes, 27 (45%) 
medical centers, 9 (15%) specialist hospitals and 1 (2%) teaching hospital. In terms of 
health insurance participation status, 36 (60%) facilities accepted one or more type of 
health insurance, of which 27 were private and 9 public, while 24 (40%) did not or no 
longer accepted insurance. 14 of these were private and 10 public. These proportions 
largely reflect the normative distribution of health facilities in Lagos. For example, there 
are significantly more private than public facilities, and more medical centers/hospitals 
than nursing homes, health clinics, specialist or teaching hospitals. In addition, there are 
more facilities accepting one or more type of insurance among private facilities than 
among public facilities. 
Table 6: Distribution of sampled health facilities by insurance status, ownership and 
type 
  Private Public 
Total 
  HI No HI HI No HI 
ALIMOSHO 7 2 2 2 13 
Health Clinic/Post - - 1 2 3 
Nursing/Maternity Home 1 1 - - 2 
Medical Center/Hospital 5 1 1 - 7 
Specialist Hospital 1 - - - 1 
ETI-OSA 6 1 1 2 10 
Health Clinic/Post - - - 2 2 
Medical Center/Hospital 2 1 - - 3 
Specialist Hospital 4 - 1 - 5 
                                                          
6 The private facilities included two faith-based facilities 
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IBEJU-LEKKI 3 2 3 - 8 
Health Clinic/Post - - 2 - 2 
Nursing/Maternity Home 1 1 - - 2 
Medical Center/Hospital 1 1 1 - 3 
Specialist Hospital 1 - - - 1 
IKEJA 4 2 1 3 10 
Health Clinic/Post - - - 2 2 
Nursing/Maternity Home 1 - - - 1 
Medical Center/Hospital 1 2 - 1 4 
Specialist Hospital 2 - - - 1 
Teaching Hospital - - 1 - 1 
MUSHIN 4 2 1 2 9 
Health Clinic/Post - - - 2 2 
Nursing/Maternity Home - 2 - - 2 
Medical Center/Hospital 4 - 1 - 1 
OSHODI/ISOLO 2 4 2 2 10 
Health Clinic/Post - - - 2 2 
Nursing/Maternity Home - 3 - - 3 
Medical Center/Hospital 2 1 2 - 1 
GRAND TOTAL 26 13 10 11 60 
HI – Health Insurance 
2.6 Methods and Tools for Data Collection 
Data collection and interviews for all the facilities were conducted between 
December 2017 and February 2018. Quantitative and qualitative data were collected at 
the selected health facilities to get an understanding of the facility’s capacity and 
perception of insurance participation. For the quantitative part, information was collected 
on the health facility characteristics and demographics of the facility manager. For the 
qualitative part, the facility managers were interviewed to get their perspectives on 
insurance participation and the Lagos State Health Scheme. 
The principal investigator (PI) supported by two trained research assistants (RAs) 
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conducted the field data collection. The RAs were both knowledgeable about healthcare 
delivery and survey administration, and both had a Master’s degree. Both RAs were 
trained by the PI on health research ethics, the procedure for data collection, and 
administration of informed consent. To ensure standardization in the data collection 
process, the PI and RAs conducted the first two data collection and interviews together. 
Following the first two visits, each RA was randomly allocated for data collection to 
health facilities in each LGA. 
The survey instruments for both quantitative and qualitative were paper-based 
tools (see Annex 1). Following the data collection, the responses from the provider 
questionnaire were transcribed from paper and uploaded into an electronic database 
system. The questionnaire consisted of 40 questions, separated into two parts and five 
sections. The questions were derived from a review of the literature on insurance 
participation and discussions with healthcare providers and health financing experts. The 
first three sections were the quantitative part of the questionnaire while the fourth and 
fifth sections were the qualitative part. The first section asked about the facility 
characteristics such as location, ownership, level, type, bed size, years in operation, 
staffing, service delivery, insurance participation status, type of insurance accepted and 
duration. The second section collected information on health facility managers’ 
demographics such as profession, qualification, age and gender, while the third section 
focused on facility financial information and contribution from insurance payments. The 
fourth section asked about facility’s insurance participation experience, probing issues 
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related to current capacity pressure and resource availability, and the last section 
collected information on facility manager’s perception of the Lagos State Health Scheme. 
Prior to data collection, the questionnaire was pretested for feedback on clarity, 
ease of completion and inclusion of the most relevant issues to insurance participation. 
This pretest was conducted in six health facilities in Lagos, and these facilities were 
purposively selected to account for differences in ownership, type, level, size, location, 
volume and insurance participation status. Based on the feedback from the pretest, minor 
changes were made to the questionnaire. The research protocol was approved by the 
Institutional Review Boards at the Nigerian Institute of Medical Research and the Boston 
University Medical Campus. All respondents provided written informed consent. 
2.7 Data Analysis Plan 
The main purpose of this study was to understand the characteristics of provider 
facilities that participate in insurance programs, their location, the factors that influence 
their participation, and their expectations from the Lagos State Health Scheme. To 
achieve this purpose, responses from the provider questionnaire following data collection 
were transcribed and uploaded into an online database system. Following, all the 
responses were screened and converted into Microsoft Excel. The quantitative part of the 
data was analyzed using Excel spreadsheet and SAS Statistical Software while the 
qualitative part of the data was coded and analyzed using NVivo Software. 
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2.7.1 Quantitative Analysis 
The quantitative analysis aimed to provide answers to the question: 
 What are the characteristics of provider facilities that do, and do not, 
participate in insurance programs? 
To begin, the general characteristics of the 60 health facilities was summarized in 
relation to their location, ownership, level, type, volume of services provided, bed size, 
human resources, years of operation, insurance participation status, type of insurance 
accepted, revenue and expenditure. Descriptive statistics such as percentages, mean and 
median were used for the analysis. The characteristics of health facility managers 
including profession, qualification, years spent as manager, gender and age were also 
summarized using similar descriptive statistics. 
Following the initial summaries, similar descriptive statistics as above were used 
to examine whether there was any difference in ownership, facility type, level, location, 
financial standing, bed size, service volume, workforce and years of operation between 
insurance participating and non-participating facilities. Next, facilities accepting 
insurance were examined to check among the facility types, levels and ownerships, any 
difference in the type of insurance accepted, years of insurance participation, number of 
HMO affiliations, workforce and service delivery volume. In addition, among the facility 
types, levels and ownerships, differences in facility manager demographics (highest 
qualification, profession, age and years spent as a manager) were examined. Finally, 
differences in revenue, expenditure, financial standing, insurance contribution to revenue 
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and insurance revenue growth were examined across the facility types, levels and 
ownerships.  
2.7.2 Qualitative Analysis 
The qualitative analysis aimed to answer two main questions: 
a. What are the drivers and barriers to provider participation in insurance? 
b. What opportunities and challenges do facility managers anticipate from the 
LSHS? 
 
For both questions, all the responses gathered were analyzed using NVivo 
Software. Framework analysis, a qualitative research method that allows for theme-based 
analysis and is better suited for analyzing the specific questions facility managers were 
asked was used for the data analysis (72). Using this framework analysis, five steps were 
followed.  
The first was to become familiar with the transcripts of the data collected. This 
was done by reading the transcript generated from each health facility in detail. The 
second was to identify a thematic framework based on recurring themes from the data. 
This was done by re-reading the transcripts and creating a list of recurring and important 
themes. The third was to identify portions of the data that were related to each theme, a 
process referred to as indexing. Different aspects of the transcripts that were relevant to 
each theme were coded under that theme. The fourth was to arrange the indexed data in 
each theme. By arranging, key summaries were made under the themes for each facility 
group. The last step was mapping and interpreting the data. While mapping the data, the 
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content of the original transcripts were checked against the identified key themes to 
ensure that the data was being interpreted accurately.  
In addition to the steps above, a consistency check was put in place to ensure that 
the identified themes were reliable. This was done by discussing the themes with the 
research assistants and ensuring that they were consistent with their observations in the 
field. However, caution still must be exercised when interpreting some of the answers 
from the provider surveys as the respondents were assumed to have good knowledge of 
all the questions asked. In the end, results from the qualitative data analysis were 
triangulated with those from the quantitative analysis for a holistic picture, and to 
generate relevant policy recommendations. 
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CHAPTER 3: RESULTS 
In this chapter, the results of the analysis from the facility survey and facility 
manager’s interviews are presented. The result is presented in two parts. First, the 
quantitative analysis. For this, the characteristics of the health facilities and facility 
managers are summarized and compared among those who accept insurance and those 
who do not. In the second part, the result of the qualitative analysis is presented 
describing major themes from facility managers’ opinions on insurance participation and 
the LSHS. 
3.1 Quantitative Analysis 
3.11 Health facility characteristics 
As stated earlier, 60 health facilities in Lagos participated in this study. Out of 
these facilities, 39 are privately owned, 19 are public facilities and 2 are faith-based 
facilities. In addition, 13 of the facilities are health clinics or posts, 10 are nursing or 
maternity homes, 27 are medical centers, 9 are specialist hospitals and 1, a teaching 
hospital. In terms of location, 33 of the facilities are located in an urban area, 23 in a peri-
urban area, while 4 of the facilities are located in a rural area. A little over half (31) of the 
facilities provide care at the secondary level, though it was observed that these facilities 
also provided primary care7 services. 25 operate at the primary care level while 4 of the 
facilities provide tertiary level care. Each one of the facilities has at least one bed8, with 
                                                          
7 Primary care in this study generally refers to the care received at the lowest level of health facilities 
(Primary health facilities). However, higher level health facilities (secondary and tertiary) also provide 
primary care and receive primary care capitation under the National Health Insurance Scheme. 
8 Some of the primary facilities with beds did not offer inpatient services. The beds were either used 
for deliveries or for patients who needed care but did not require an overnight stay in the facility. 
 42 
35 of them having 10 beds or less, 14 between 11 to 20 beds and 11 facilities with greater 
than 20 beds. In addition, 24 of the facilities have been in operation for over 20 years, 17 
between 10 and 20 years, 13 between 5 and 10 years, and 6 facilities between 1 and 5 
years. See Table 7. 
To understand the volume of service delivery in each facility, data on number of 
inpatients, outpatients, deliveries and laboratory tests were collected for the years 2015 
and 2016. Some of the facilities did not offer inpatient, delivery or laboratory services. 
However, all of the facilities offered outpatient services. As a result, the number of 
outpatient services for each facility in 2016 was recoded and a new category of service 
delivery volume from very low to very high was created. Facilities with outpatient 
services less than or equal to 5,000 at the end of 2016 was labelled “very low” volume, 
less than or equal to 15,000 as “low” volume, less than or equal to 50,000 as “mid” 
volume, less than or equal to 100,000 as “high” volume and greater than 100,000 as “very 
high” volume. Using this new classification, 40 of the facilities are very low volume, 11 
facilities are low volume, 4 are mid volume, 2 are high volume and 3 are very high 
volume facilities. See Table 7. 
  
 43 
Table 7: Health Facility Characteristics 
 Frequency (N) Percent (%) 
Total 60 100 
LGA   
Alimosho 13 22 
Eti-Osa 10 17 
Ibeju-Lekki 8 13 
Ikeja 10 17 
Mushin 9 15 
Oshodi-Isolo 10 17 
LOCATION   
Urban 33 55 
Peri-Urban 23 38 
Rural 4 7 
OWNERSHIP   
Faith-based 2 3 
Private 41 65 
Public 19 32 
TYPE   
Health Clinic/Post 13 22 
Nursing/Maternity Home 10 17 
Medical Center/Hospital 27 45 
Specialist Hospital 9 15 
Teaching Hospital 1 2 
LEVEL   
Primary 25 42 
Secondary 31 52 
Tertiary 4 7 
BED SIZE   
10 Beds and less 35 58 
11 - 20 Beds 14 23 
Greater than 20 Beds 11 18 
YEARS IN OPERATION   
1 – 5 Years 6 10 
5.1 – 10 Years 13 22 
10.1 – 20 Years 17 28 
> 20 Years 24 40 
SERVICE VOLUME   
Very low 40 67 
Low 11 18 
Mid 4 7 
High 2 3 
Very high 3 5 
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3.12 Workforce 
The average number of employees available in each cadre of staff differed by 
ownership and facility type. In terms of doctors, the public facilities have the highest 
average number of doctors at 40.3 compared to private facilities at 5.3 and faith-based 
facilities at 3.5 (Table 8). Similarly, on the average, there are more nurses/midwives at 
public facilities than private facilities and faith-based (63.4, 5.9 and 8.0 respectively). 
However, the median numbers of doctors and nurses/midwives in the public and private 
facilities are the same (3 and 5 respectively). The wide difference between the average 
and median number of workforce observed in the public facilities is due to the presence 
of a large teaching hospital. When the teaching hospital was excluded from the public 
facilities, the average number of doctors reduced from 40.3 to 14.7, while the number of 
nurses/midwives reduced from 63.4 to 33.2. Thus, by facility type, the teaching hospital 
on the average has more health workforce than any other type of hospital: the specialist 
hospitals, medical centers, health clinics and maternity homes. The nursing/maternity 
homes on the average have the lowest numbers for all cadre of workforce except 
auxiliary nurses. See Tables 8 and 9. 
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Table 8: Workforce – full and part time, by facility ownership (all health facilities) 
    Doctor 
Nurse/ 
Midwife 
Aux. 
Nurse 
CHW Pharmacist 
Pharm 
Tech 
Pharm 
Assistant 
Lab 
tech 
Lab 
Scientist 
Non-
medical and 
Others 
FAITH-
BASED 
MIN 3 6 0 2 0 1 0 0 1 4 
MAX 4 10 5 4 1 2 1 2 2 13 
AVERAGE 3.5 8 2.5 3 0.5 1.5 0.5 1 1.5 8.5 
MEDIAN 3.5 8 2.5 3 0.5 1.5 0.5 1 1.5 8.5 
PRIVATE 
MIN 1 0 0 0 0 0 0 0 0 0 
MAX 24 23 14 5 4 5 2 8 5 56 
AVERAGE 5.3 5.9 3.3 0.8 0.2 0.8 0.1 0.9 0.6 10.3 
MEDIAN 3 5 3 1 0 0 0 0 0 5 
PUBLIC 
(WITH 
TEACHING 
HOSPITAL) 
MIN 0 1 0 0 0 0 0 0 0 1 
MAX 501 607 0 14 36 19 5 14 40 758 
AVERAGE 40.3 63.4 0.0 2.4 5.9 3.5 0.5 2.7 4.4 76.3 
MEDIAN 3 5 0 2 0 1 0 2 0 10 
PUBLIC 
(WITHOUT 
TEACHING 
HOSPITAL) 
MIN 0 1 0 0 0 0 0 0 0 1 
MAX 91 170 0 14 23 13 2 8 14 214 
AVERAGE 14.7 33.2 0.0 2.4 4.2 2.6 0.2 2.1 2.4 38.2 
MEDIAN 2.5 5 0 2 0 1 0 1.5 0 10 
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Table 9: Workforce – full and part time, by facility level (all health facilities) 
    Doctor 
Nurse/ 
Midwife 
Aux. 
Nurse 
CHW Pharmacist 
Pharm 
Tech 
Pharm 
Assistant 
Lab 
Tech 
Lab 
Scientist 
Non-
medical and 
Others 
Health 
Clinic/Posts 
MIN 0 1 0 1 0 0 0 0 0 1 
MAX 3 17 0 14 1 4 2 4 1 36 
AVERAGE 1.5 4.3 0.0 3.4 0.2 0.8 0.3 1.2 0.2 11.5 
MEDIAN 1 3 0 2 0 1 0 1 0 4 
Nursing/ 
Maternity 
Homes 
MIN 1 0 1 0 0 0 0 0 0 0 
MAX 2 5 4 1 0 0 0 0 0 5 
AVERAGE 1.2 3 2.7 0.5 0 0 0 0 0 1.9 
MEDIAN 1 3 3 0.5 0 0 0 0 0 1.5 
Medical 
Center/ 
Hospitals 
MIN 2 1 0 0 0 0 0 0 0 2 
MAX 91 170 8 4 23 13 1 8 14 214 
AVERAGE 11.4 20.0 2.9 0.8 2.4 1.7 0.1 1.4 1.8 22.4 
MEDIAN 4 5 3 0 0 1 0 1 0 6 
Specialist 
Hospitals 
MIN 5 5 0 0 0 0 0 0 0 12 
MAX 43 129 14 5 12 5 2 8 5 86 
AVERAGE 15.4 24.4 3.2 1.2 2.1 2.6 0.2 2.2 2.1 37.3 
MEDIAN 10 12 1 0 1 2 0 1 1 30 
Teaching 
Hospital 
MIN 501 607 0 1 36 19 5 14 40 758 
MAX 501 607 0 1 36 19 5 14 40 758 
AVERAGE 501 607 0 1 36 19 5 14 40 758 
MEDIAN 501 607 0 1 36 19 5 14 40 758 
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3.13 Financial Analysis 
To understand the financial situation of each facility, information on the revenue, 
expenditure and financial standing at the end of 2016 for each facility was collected. 
Before delving into the analysis, it is important to note that not every manager was 
transparent with sharing the facility’s financial information. In addition, there was no 
feasible way to double check the reliability of all the financial information collected 
(though some facility managers gave us access directly to their financial statements 
through their account officers). Thus, caution should be exercised in the interpretation 
and use of the financial information collected. 
 To begin, 15 of the facilities reported a total revenue9 of less than 1 million naira 
($2,780) at the end of 2016, 12 facilities between 1 to 5 million naira ($2,780 – $13,900), 
9 facilities earned greater than 100 million naira ($278,000) and only 3 facilities earned 
between 25.1 – 50 million naira ($69,778 – $139,000). One public facility at the primary 
level mentioned that it had no revenue or no information on the facility’s finances. We 
were also unable to get financial information from one private health facility because the 
facility manager newly joined the facility and did not have access to financial statement 
for the previous year. 
Out of the 15 facilities earning less than 1 million naira, 5 are private nursing 
homes or medical centers located in the peri-urban and rural areas of Lagos, and have 
very low service delivery volumes and staff. The non-urban location, poor staffing 
                                                          
9 The total revenue for public facilities does not include funding support from government through 
allocated budgets or support from donors/non-profits that pay for staff seconded to the facilities. 
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capacity and small service volume may explain why these private facilities have very low 
revenue. The remaining 10 are public facilities operating at the primary level with no 
inpatient services. For these facilities (and other public facilities), their total revenue does 
not include the cost of salaries paid to staff members. The government pays the salaries 
of the personnel at the public facilities or they are seconded by a donor or non-profit. As 
a result, public facilities often do not track salaries of staff in their financial statements. 
In terms of expenditure10, one-third of the facilities (20) estimated their 
expenditure at the end of 2016 to be between 1 and 5 million naira ($2,780 – $13,900), 13 
facilities less than 1 million naira ($2,780) and 7 facilities was greater than 100 million 
naira ($278,000). Over half of the facilities (35) experienced a profit or surplus, 11 
facilities experienced a loss and one facility did not make a profit or loss. All the private 
facilities that experienced a loss were very low volume facilities, and a little over half did 
not accept any form of insurance. 
For the facilities that made profit/surplus at the end of 2016, 14 made less than 1 
million naira ($2,780), 11 facilities between 1 to 5 million naira ($2,780 – $13,900), and 
the highest profit/surplus bracket was 25.1 – 50 million naira ($69,778 – $139,000), made 
by 2 facilities. For the facilities that declared a loss, majority of the loss (7) was less than 
1 million naira ($2,780) with the highest loss being between 25.1 – 50 million naira 
($69,778 – $139,000) for one facility. See Table 10. 
 
                                                          
10 The total expenditure differ in terms of facility ownership. The expenditure for private facilities 
includes the cost of staff salaries and overheads, whereas salaries of staff is not included in the 
expenditure for public facilities. 
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Table 10: Financial Information for Health Facilities   
 Frequency (N) Percentage (%) 
REVENUE   
N < 1 million ($2,780) 15 25 
N 1 - 5 million ($2,780 - $13,900) 12 20 
N 5.1 - 10 million ($14,178 - $27,800)  6 10 
N 10.1 - 25 million ($28,078 - $69,500) 8 13 
N 25.1 - 50 million ($69,778 - $139,000) 3 5 
N 50.1 - 100 million ($139,278 - $278,000) 5 8 
N > 100 million ($278,000) 9 15 
No revenue 1 2 
No information 1 2 
EXPENDITURE   
N < 1 million ($2,780) 13 22 
N 1 - 5 million ($2,780 - $13,900) 20 33 
N 5.1 - 10 million ($14,178 - $27,800)  5 8 
N 10.1 - 25 million ($28,078 - $69,500) 6 10 
N 25.1 - 50 million ($69,778 - $139,000) 5 8 
N 50.1 - 100 million ($139,278 - $278,000) 1 2 
N > 100 million ($278,000) 7 12 
No information 3 5 
   
FINANCIAL STANDING   
Profit/Surplus 35 58 
Loss 11 18 
Stable 1 2 
No idea 7 12 
Not applicable 6 10 
BREAKDOWN BY PROFIT/SURPLUS/LOSS   
N < 1 million ($2,780) 21   
Profit/Surplus 14 67 
Loss 7 33 
N 1 - 5 million ($2,780 - $13,900) 12   
Profit/Surplus 11 92 
Loss 1 8 
N 5.1 - 10 million ($14,178 - $27,800) 7   
Profit/Surplus 6 86 
Loss 1 14 
N 10.1 - 25 million ($28,078 - $69,500) 3   
Profit/Surplus 2 67 
Loss 1 33 
N 25.1 - 50 million ($69,778 - $139,000) 3   
Profit/Surplus 2 67 
Loss 1 33 
  50 
In general, this financial information was difficult to estimate for public facilities, 
especially the primary facilities, as they often do not have control over the amount that is 
allocated to them from the government, and do not have specific accounts dedicated to 
the facilities. As a result, the budget can be a lump sum allocated to different programs 
and activities at the local council level and not specifically for the primary health center 
(PHC). The facility managers write to the council officials for money to fund programs or 
particular activities, and the approval of this request largely depends on the availability of 
funds and political interest. In addition, it was observed that majority of the PHCs do not 
have a separate account that they can use to monitor revenue, expenditure and what is 
available to spend on the facility. However, these primary facilities usually charge about 
2,000 naira ($6) for women to register for antenatal care. Through this, some primary 
facilities are able to generate funds to be spent by the facilities, though the amount 
available largely depends on the volume of pregnant women seen by the health facility.  
In the end, the financial analysis reveals that the lower volume facilities with 
revenue and expenditure of less than 1 million naira are more likely to be in poor 
financial standing compared to the rest of the facilities. In addition, lower volume 
facilities, both public and private, more than the higher volume facilities, have very weak 
systems for allocating and monitoring their finances. Furthermore, public facilities, 
especially those at the primary level, lack autonomy in the budgeting and generation of 
funds for operating the facilities. 
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3.14 Analysis by facilities that participate or do not participate in insurance 
The health facilities were further characterized in terms of health insurance 
participation. In all, 36 facilities accepted one or more type of health insurance: private 
health insurance (PHI), national health insurance scheme (NHIS) or community-based 
health insurance (CBHI). Based on facility ownership, 1 out of the 2 faith-based facilities, 
26 out of 39 private facilities, and 9 out of 19 public facilities participated in an insurance 
program. Over half (20) of the facilities accepting insurance are medical centers or 
hospitals, representing 74% of all medical centers/hospitals sampled. All of the 9 
specialist hospitals and the 1 teaching hospital participated in an insurance program. 77% 
of all health clinics/posts and 70% of all nursing/maternity homes visited did not accept 
insurance. At the primary level, only 8 out of 25 facilities, 24 out of 31 at the secondary 
level, and all of the facilities (4) at the tertiary level accepted insurance. 
In terms of location, 19 (58%) of the facilities in the urban area, 14 (61%) of the 
peri-urban facilities and 3 (75%) of the rural facilities visited accepted one or more type 
of insurance. Per years of operation, 18 (75%) of the facilities that have been in operation 
for more than 20 years participated in an insurance program, with the proportion of 
facilities decreasing as the years of operation reduced. Only 2 (33%) of the facilities 
between 1 and 5 years in operation participated in an insurance program. Regarding the 
facilities bed size, all of the facilities with greater than 20 beds, participated in an 
insurance program, while 12 (86%) and 13 (37%) of facilities with 11 to 20 beds and 10 
beds and less, participated in an insurance program. Similarly, for service delivery 
volume, all facilities with mid, high and very high service volume participated in an 
  52 
insurance program, while only 8 (73%) and 19 (48%) of the facilities with low and very 
low service volume respectively participated in an insurance program. See Table 11.  
In all, facility ownership, type, level, years in operation, bed size and service 
volume are associated with provider insurance participation. As seen in Table 11, private 
more than public facilities are likely to participate in at least a type of insurance. In 
addition, the higher facility types – medical centers, specialist and teaching hospitals – 
are more likely to participate in insurance compared to the lower health clinics or 
maternity homes. Furthermore, the higher the level of the facility – secondary or tertiary 
– the more likely it is to participate in an insurance plan. Similarly, the higher the number 
of years of operation, bed size and service volume for a facility, the higher the likelihood 
of it participating in an insurance plan. It is unclear if the location of a health facility is 
associated with its insurance participation status. 
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Table 11: Health facility characteristics by insurance participation 
 Accepts Insurance, N (%) No Insurance, N (%) Total 
Total 36 (60) 24 (40) 60 
LGA    
Alimosho 9 (69) 4 (31) 13 
Eti-Osa 7 (70) 3 (30) 10 
Ibeju Lekki 6 (75) 2 (25) 8 
Ikeja 5 (50) 5 (50) 10 
Mushin 5 (56) 4 (44) 9 
Oshodi/Isolo 6 (60) 4 (40) 10 
OWNERSHIP    
Faith-based 1 (50) 1 (50) 2 
Private 26 (67) 13 (33) 39 
Public 9 (47) 10 (53) 19 
TYPE    
Health Clinic/Post 3 (23) 10 (77) 13 
Nursing/Maternity Home 3 (30) 7 (70) 10 
Medical Center/Hospital 20 (74) 7 (26) 27 
Specialist Hospital 9 (100) 0 (0) 9 
Teaching Hospital 1 (100) 0 (0) 1 
LEVEL    
Primary 8 (32) 17 (68) 25 
Secondary 24 (77) 7 (23) 31 
Tertiary 4 (100) 0 (0) 4 
LOCATION    
Urban 19 (58) 14 (42) 33 
Peri-Urban 14 (61) 9 (39) 23 
Rural 3 (75) 1 (25) 4 
YEARS IN OPERATION    
1 – 5 Years 2 (33) 4 (67) 6 
5.1 – 10 Years 4 (31) 9 (69) 13 
10.1 – 20 Years 12 (71) 5 (29) 17 
> 20 Years 18 (75) 6 (25) 24 
BED SIZE    
10 Beds and less 13 (37) 22 (63) 35 
11 - 20 Beds 12 (86) 2 (14) 14 
Greater than 20 Beds 11 (100) 0 (0) 11 
SERVICE VOLUME    
Very low 19 (48) 21 (52) 40 
Low 8 (73) 3 (27) 11 
Mid 4 (100) 0 (0) 4 
High 2 (100) 0 (0) 2 
Very high 3 (100) 0 (0) 3 
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3.15 Analysis for facilities accepting insurance 
Out of the 36 facilities accepting insurance, 2 facilities accepted only patients who 
were part of a community-based health insurance scheme (CBHI), 11 facilities accepted 
only NHIS patients while 2 facilities accepted only private health insurance (PHI) though 
they also accepted patients with foreign private insurance. 17 facilities accepted patients 
who have either NHIS or PHI, while 2 facilities accepted a combination of CBHI, NHIS 
and PHI patients, 1 facility accepted CBHI and NHIS patients, and another, CBHI and 
PHI patients. See Tables 12 and 13. In total, a majority of the facilities (31/60) accepted 
NHIS followed by PHI with 22 facilities. 6 facilities accepted CBHI while only 2 
facilities accepted foreign PHI. The 2 facilities accepting foreign insurance are private 
and located in the urban wealthy neighborhood of Lagos. 
Table 12: Type of insurance accepted by health facilities visited 
Insurance type Frequency (N) Percentage (%) 
CBHI 2 6 
NHIS 11 31 
CBHI; NHIS; PHI 2 6 
CBHI; NHIS 1 3 
CBHI; PHI 1 3 
NHIS; PHI 17 47 
PHI; Foreign PHI 2 6 
Total 36 100 
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Table 13: Type of insurance accepted by health facilities visited 
Insurance type Frequency (N) Percentage (%) 
CBHI 6 17 
Public 2 33 
Private 4 67 
NHIS 31 86 
Faith-based 1 3 
Public 7 23 
Private 23 74 
PHI (including foreign insurance) 23 64 
Public 2 9 
Private 21 91 
Total # of facilities accepting insurance 36  
 
When the type of insurance accepted was disaggregated by facility ownership and 
type, only 2 public facilities accepted a combination of NHIS and PHI, while 5 public 
facilities accepted only NHIS and 2 public facilities accepted only CBHI. The only faith-
based facility taking insurance accepted NHIS, while for the private facilities, over half 
(15) accepted a combination of NHIS and PHI, 5 accepted only NHIS, 2 accepted only 
PHI, 2 accepted a combination of CBHI, NHIS and PHI, and 2 facilities accepted either a 
combination of CBHI and NHIS or CBHI and PHI. See Table 14. In Table 15, only 3 
health clinics/posts accept insurance, 2 of which accept only CBHI and 1 only NHIS. All 
of the 3 nursing/maternity homes accept NHIS. Among the medical centers/hospitals 
accepting insurance, over half (12) accept both NHIS and PHI, while 6 facilities accept 
only NHIS and 2 facilities accept a combination of CBHI, NHIS and PHI or only CBHI 
and PHI. Over half (5) of the specialist hospitals accepting insurance accept both NHIS 
and PHI, 2 facilities accept only PHI (both foreign and local) and 2 facilities accept 
CBHI, NHIS and PHI or CBHI and NHIS. Teaching hospital only accepts NHIS. 
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In sum, NHIS was common to most of the facilities accepting insurance, followed 
by PHI and then CBHI. By ownership, public facilities were more likely to participate in 
NHIS than in PHI, while private facilities were almost equally likely to participate in 
both PHI and NHIS. In terms of facility type, the lower-class health clinics and maternity 
homes accepting insurance, accepted either only CBHI or NHIS. On the other hand, the 
higher-class facilities – medical center, specialist and teaching hospitals – were more 
likely to participate in NHIS and PHI than CBHI.  
Table 14: Type of insurance accepted by facility ownership 
  Public Faith-based Private Frequency (N) Percentage (%) 
CBHI 2 - - 2 6 
NHIS 5 1 5 11 31 
CBHI; NHIS; PHI - - 2 2 6 
CBHI; NHIS - - 1 1 3 
CBHI; PHI - - 1 1 3 
NHIS; PHI 2 - 15 17 47 
PHI; Foreign PHI - - 2 2 6 
Total 9 1 26 36 100 
 
Table 15: Type of insurance accepted by facility type 
Insurance type 
Health 
Clinic/Post 
Nursing/ 
Maternity Home 
Medical Center/ 
Hospital 
Specialist 
Hospital 
Teaching 
Hospital 
Total 
CBHI 2 - - - - 2 
NHIS 1 3 6 - 1 11 
CBHI; NHIS; PHI - - 1 1 - 2 
CBHI; NHIS - - - 1 - 1 
CBHI; PHI - - 1 - - 1 
NHIS; PHI - - 12 5 - 17 
PHI; Foreign PHI - - - 2 - 2 
Total 3 3 20 9 1 36 
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3.16 Years of participation in an insurance program 
For all facilities accepting CBHI, the average number of years health facilities 
have been accepting insurance is 4.2, with the minimum being 2 and the maximum 7. For 
NHIS, the average number of years facilities have been accepting this type of insurance is 
7.9, with a minimum of 1 and a maximum of 12 years. PHI has the highest average years 
of participation of 9.1 and a maximum of 20. The minimum was 1 year for PHI. When 
the number of years was disaggregated according to facility ownership, among public 
facilities, the average number of years of accepting NHIS (6.0) was higher than that of 
CBHI (4.5) and PHI (2.0). Based on facility type, among the medical centers/hospitals, 
the average years of participating in PHI was highest at 9.1, followed by NHIS at 7.2 and 
CBHI at 3.0. While among specialist hospitals, the average years of participating in NHIS 
was highest at 11.7, followed by PHI at 9.1 and CBHI at 5.0. See Table 16. 
Analyzing the years of participation in an insurance program shows that health 
facilities have been participating in PHI for a longer period than NHIS and CBHI. In 
addition, public facilities have only recently started to accept PHI unlike the private 
facilities. Lastly, lower class facilities – health clinics and nursing/maternity homes – 
unlike the higher-class facilities – medical centers, specialist and teaching hospitals – 
have more recently started to participate in insurance. 
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Table 16: Years of participation in insurance by facility ownership and type 
  MIN MAX AVERAGE MEDIAN FREQUENCY (N) 
Insurance Type      
CBHI 2 7 4.2 3.5 6 
NHIS 1 12 7.7 10.0 31 
PHI 1 20 9.1 10.0 23 
Ownership      
Faith-based      
NHIS 3 3 3.0 3.0 1 
Public      
CBHI 3 6 4.5 4.5 2 
NHIS 1 13 6.0 4.7 7 
PHI 1 3 2.0 2.0 2 
Private      
CBHI 2 7 4.0 3.5 4 
NHIS 1 13 8.6 10.0 23 
PHI 2 20 9.8 12.0 21 
      
Facility Type      
Health Clinic/Post      
CBHI 3 6 4.5 4.5 2 
NHIS 4 4 4.0 4.0 1 
Nursing/Maternity Home      
NHIS 3 3 3.0 3.0 3 
Medical Center/Hospital      
CBHI 2 4 3.0 3.0 2 
NHIS 1 12 7.2 10.0 19 
PHI 1 20 9.1 8.5 14 
Specialist Hospital      
CBHI 3 7 5.0 5.0 2 
NHIS 10 13 11.7 11.0 7 
PHI 3 15 9.1 10.0 9 
Teaching Hospital      
NHIS 13 13 13.0 13.0 1 
 
  59 
3.17 HMO affiliation for all facilities accepting insurance 
Health Maintenance Organizations (HMOs) are a major part of health insurance 
in Nigeria. For the NHIS, they serve as an intermediary between the providers and the 
insurance scheme (NHIS). They receive payments from the NHIS and are supposed to 
disburse funds to providers based on the volume of insured patients in the health facility 
for capitation for primary care and for quantities of secondary level care services 
provided to an insured patient for fee-for-service (FFS). For private insurance, the HMOs 
collect premium from individuals or groups interested in health insurance and negotiate 
with health providers to provide services to the individuals at an agreed service rate. 
According to the NHIS online directory11, there are 60 HMOs accredited by the NHIS.  
Based on the analysis, the maximum number of HMOs dealing with a single 
facility was 58 while the average number was 17.8 and the minimum was 0. Among the 
public facilities, the average number of HMOs was 12.2, while it was 20.3 for the private 
facilities. There were no HMOs dealing with health clinics/posts and only 1 with the 
nursing/maternity homes. For the medical centers/hospitals, the average number of 
HMOs was 15.8, with a minimum of 0 and a maximum of 52, while for the specialist 
hospitals, the average number of HMOs was 32.3, with a minimum of 10 and a maximum 
of 58. In the teaching hospital, there were 33 affiliated HMOs. See Table 17. 
  
                                                          
11 NHIS List of HMOs: https://www.nhis.gov.ng/hmo-contacts/. Accessed March 17, 2018. 
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Table 17: Distribution of HMOs according to facility ownership and type  
  MIN MAX AVERAGE MEDIAN 
FREQUENCY 
(N) 
All facilities accepting insurance 0 58 17.8 13.5 36 
Ownership           
Public 0 33 12.2 5 9 
Private 0 58 20.3 16 26 
Faith-based 2 2 2 2 1 
Type           
Health Clinic/Post 0 0 0 0 3 
Nursing/Maternity Home 0 1 0.3 0 3 
Medical Center/Hospital 0 52 15.8 12 20 
Specialist Hospital 10 58 32.3 29 9 
Teaching Hospital 33 33 33 33 1 
 
In total, 7 facilities accepting insurance had no HMO12. Three of these facilities 
were public facilities and health clinics with low service delivery volume, out of which 
two accepted only CBHI patients and 1 only NHIS patients. The latter had never seen an 
insured patient show up at the facility. The remaining 4 were private facilities, divided 
equally among nursing/maternity homes and medical center/hospitals and only accepted 
NHIS patients. In addition, 3 of these facilities have very low service delivery volume 
and 1 has low service delivery volume. Almost all of these facilities nominally accepting 
NHIS had neither never seen an enrolled patient show up for care or do not have any 
enrollee registered with their facilities. See Table 18. 
                                                          
12 These facilities without an HMO can be categorized into one of the following: First, public primary 
facilities accepting only CBHI. The CBHI schemes for public facilities do not make use of HMOs but 
instead have Board of Trustees (as described in Chapter 1) that oversee the management and financing 
of the community health scheme. The second is, public primary facility accepting only NHIS. For this 
PHC, the facility manager was relatively new and claimed that no HMO or insured patient had shown 
up since joining the facility. The last are private facilities accredited by NHIS but have not seen any 
HMO or insured patient at their facilities. Some of these facilities are newly accredited by NHIS and 
have no HMO to facilitate patients’ access to the scheme. Some of the facility managers had reached 
out to HMOs without any success. 
  61 
In all, analyzing the number of HMOs affiliated with facilities shows that HMOs 
are more likely to deal with higher level and higher volume health facilities than with 
lower level and lower volume facilities. In addition, on the average, private more than 
other forms of health facilities have higher number of HMOs. Furthermore, the specialist 
hospitals have on average more HMOs dealing with them than other types of hospitals. 
Table 18: Health facilities with no HMO affiliation 
 Frequency (N) Percentage (%) 
Ownership   
Public 3 43 
Private 4 57 
Type   
Health Clinic/Post 3 43 
Nursing/Maternity Home 2 29 
Medical Center/Hospital 2 29 
Service Delivery Volume   
Very low 6 86 
Low 1 14 
Insurance Type Accepted   
CBHI 2 29 
NHIS 5 71 
 
3.18 Facilities that discontinued insurance participation 
Two facilities discontinued insurance participation. One was a nursing/maternity 
home, which accepted NHIS for a year but discontinued due to low capitation fees and 
inability of the patients to get tests done at the laboratory they were referred to. The 
laboratory did not accept health insurance. The second was a medical center/hospital, 
which accepted CBHI for about 4 months but discontinued because it did not have 
enough enrollees and the scheme was not profitable for the facility. 
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3.19 Demographics of health facility managers 
60 facility managers were interviewed. Based on highest qualifications, 25 have a 
medical degree, including those who have completed advanced medical training in a 
particular specialty. 13 of the managers have a master’s degree13, 13 have a bachelor’s 
degree, 7 have a diploma, 1 has a PhD and another a high school certificate. In terms of 
profession, over half (36) of the managers are medical doctors14, 15 are nurses/midwives 
and 9 are non-medical professionals. Non-medical professionals include mostly hospital 
or insurance administrators, followed by community health workers and then a 
mechanical engineer. In terms of gender, slightly more of the managers interviewed were 
male (32) than female (28). The average age of the managers is 50 and average number 
of years spent as a manager is 10.  See Table 19. 
Table 19: Demographics of facility managers 
 Frequency (N) Percentage (%) 
Qualifications   
High School Certificate 1 2 
Diploma 7 12 
Bachelors 13 22 
Medical Degree 25 42 
Masters 13 22 
PhD 1 2 
Profession   
Medical Doctor 36 60 
Nurse/Midwife 15 25 
Non-medical professional 9 15 
Gender   
Female 28 47 
Male 32 53 
   
 Min Max Average Median 
Age 27 82 50.0 51.0 
Years spent as a manager 0.3 36 10.0 5.0 
                                                          
13 11 of these 13 managers obtained a medical degree before pursuing a master’s degree 
14 This includes 25 with a medical degree and 11 with a master’s degree 
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When disaggregated by ownership, among the private facilities, the highest 
qualification was a PhD and lowest qualification, a high school certificate, while among 
the public facilities, the highest qualification was a Masters and lowest qualification, a 
diploma. Based on facility type, the highest qualification among facility managers in the 
health clinic/post was a masters and the lowest was a diploma. However, for the 
nursing/maternity home, the lowest qualification was a high school certificate while the 
highest was a medical degree. The medical center/hospital has a facility manager with a 
PhD and the lowest qualification among the facility managers was a diploma. For the 
specialist hospital, the lowest was a bachelor’s degree and the highest a master’s degree. 
The facility manager at the teaching hospital holds a master’s degree. 
By volume, the highest qualification in very low volume facilities was a masters 
and the lowest was a high school certificate. In low volume facilities, the highest was a 
PhD while the lowest was a bachelor’s degree. Mid volume facilities had facility 
managers with either bachelor’s or medical degree, while high and very high volume 
facilities had facility managers with medical degree and masters respectively. Among 
facilities that accept insurance, the lowest qualification of the facility manager is a 
diploma while the highest qualification is a PhD. Among the facilities not accepting 
insurance, the highest qualification is a master’s degree while the lowest qualification is a 
high school certificate. See Table 20. 
Analyzing the educational qualifications of facility managers above demonstrates 
a relationship between the qualifications of a facility manager and the size, type and 
insurance participation status of that facility. The lower level facilities, particularly the 
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private facilities compared to the higher-level facilities, were more likely to have facility 
managers with lower educational qualification. Similarly, lower volume facilities were 
more likely to have facility managers with lower level of education compared to higher 
volume facilities. Finally, facilities not participating in any insurance plan were more 
likely than facilities participating in insurance to have facility managers with lower 
educational qualification. 
Table 20: Qualifications of facility managers by facility ownership, type, volume and 
insurance participation 
 Frequency (N) Percentage (%) 
OWNERSHIP   
Faith-based   
Diploma 1 50 
Bachelors 1 50 
Private   
High School Certificate 1 3 
Diploma 4 10 
Bachelors 7 18 
Medical Degree 22 56 
Masters 4 10 
PhD 1 3 
Public   
Diploma 2 11 
Bachelors 5 26 
Medical Degree 3 16 
Masters 9 47 
   
FACILITY TYPE   
Health clinic/post   
Diploma 2 15 
Bachelors 4 31 
Medical Degree 1 8 
Masters 6 46 
Nursing/Maternity Home   
High School Certificate 1 10 
Diploma 4 40 
Bachelors 4 40 
Medical Degree 1 10 
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Medical Center/Hospital   
Diploma 1 4 
Bachelors 3 11 
Medical Degree 18 67 
Masters 4 15 
PhD 1 4 
Specialist Hospital   
Bachelors 2 22 
Medical Degree 5 56 
Masters 2 22 
Teaching Hospital   
Masters 1 100 
   
SERVICE DELIVERY VOLUME   
Very Low   
High School Certificate 1 3 
Diploma 7 18 
Bachelors 8 20 
Medical Degree 17 43 
Masters 7 18 
Low   
Bachelors 3 27 
Medical Degree 4 36 
Masters 3 27 
PhD 1 9 
Mid   
Bachelors 2 50 
Medical Degree 2 50 
High   
Medical Degree 2 100 
Very High   
Masters 3 100 
   
  Accepts insurance N (%) No insurance N (%) 
Qualification     
High School Certificate -  1 (4) 
Diploma 2 (6) 5 (21) 
Bachelors 7 (19) 6 (25) 
Medical Degree 18 (50) 7 (29) 
Masters 8 (22) 5 (21) 
PhD 1 (3) - 
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Disaggregating the profession of the facility managers by ownership shows that 
the two managers at faith-based facilities are nurse/midwives while at the private and 
public facilities, there is a mix of medical doctors, nurse/midwives and non-medical 
professionals, with the medical doctor being the highest for both ownerships. Even by 
facility type, having a medical doctor as a facility manager was common to all facility 
types apart from the teaching hospital whose facility manager was a non-medical 
professional. By insurance participation status, facilities that accepted or did not accept 
insurance had a mix of medical doctors, nurse/midwives and non-medical professionals 
as facility managers with the number of medical doctors being the highest for both 
category of facilities. See Table 21. 
Table 21: Profession of facility managers by facility ownership and type 
 Frequency (N) Percentage (%) 
OWNERSHIP   
Faith-based   
Nurse/Midwife 2 100 
Private   
Medical Doctor 25 64 
Nurse/Midwife 9 23 
Non-medical professional 5 13 
Public   
Medical Doctor 11 58 
Nurse/Midwife 4 21 
Non-medical professional 4 21 
FACILITY TYPE   
Health Clinic/Post   
Medical Doctor 7 54 
Nurse/Midwife 4 31 
Non-medical professional 2 15 
Nursing/Maternity Home   
Medical Doctor 1 10 
Nurse/Midwife 9 90 
Medical Center/Hospital   
Medical Doctor 21 78 
Nurse/Midwife 2 7 
Non-medical professional 4 15 
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Specialist Hospital   
Medical Doctor 7 78 
Non-medical professional 2 22 
   
Teaching Hospital   
Non-medical professional 1 100 
  Accepts insurance N (%) No insurance N (%) 
Profession   
Medical Doctor 24 (67) 12 (50) 
Nurse/Midwife 5 (14) 10 (42) 
Non-medical professional 7 (19) 2 (8) 
 
In terms of age of facility managers, the average age among managers of private 
facilities was highest at 53.3, followed by faith-based at 45.5 and public at 43.5. For years 
spent as a manager in the facility, the average number of years was highest for private at 
14.3 years, while it was lowest for public at 1.7 years. See Table 22. This wide difference 
in a manager’s tenure in public and private facilities could be because of lower manager 
turnover rate in the latter. In many cases, the owner of a private facility also doubles as its 
facility manager, while public facility managers are civil servants who based on 
government’s policy are only required to serve a minimum of 2 years in a position and 
thereafter can be transferred to a different government ministry, department or agency.  
Table 22: Age and Years spent as facility manager by facility ownership 
 MIN MAX AVERAGE MEDIAN FREQUENCY (N) 
Years spent as a 
manager 
     
Faith-based 2 5 3.5 3.5 2 
Public 0.3 (4 months) 10 1.7 1.0 19 
Private 1 36 14.3 12.0 39 
Age      
Faith-based 40 51 45.5 45.5 2 
Public 27 58 43.5 43.0 19 
Private 32 82 53.3 55.0 39 
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3.20 Financial analysis for facilities accepting insurance 
Due to the paucity and questionable reliability of financial data from the public 
facilities, this analysis only focused on the private facilities that provided financial 
information (Insurance, n = 25, No Insurance, n = 13). 
At the end of 2016, the highest revenue among facilities accepting insurance, 
which provided financial information, was greater than 100 million naira ($278,000), 
while the lowest was between 1 – 5 million naira ($2,780 – $13,900). For the facilities 
not accepting insurance, the highest revenue was 5.1 – 10 million naira ($14,178 - 
$27,800) and lowest revenue was less than 1 million naira ($2,780). Similarly, 
expenditure was highest among facilities accepting insurance, with expenses greater than 
100 million naira ($278,000), while for facilities not accepting insurance, the highest 
expenditure was between 1 – 5 million naira ($2,780 – $13,900). However, at the end of 
2016, 22 (88%) of the facilities accepting insurance had a profit, ranging from less than 1 
million naira ($2,780) to 25.1 – 50 million naira ($69,778 – $139,000). The remaining 3 
facilities accepting insurance declared a loss of between less than 1 million naira ($2,780) 
and 1 – 5 million naira ($2,780 – $13,900). For facilities not accepting insurance, 9 
(69%) declared, at the end of 2016, profit between less than 1 million naira and 1 – 5 
million naira ($2,780 – $13,900). The remaining 4 facilities declared a loss of less than 1 
million naira ($2,780). This analysis shows that private facilities accepting insurance are 
consistently more profitable despite spending more than facilities not accepting 
insurance. See Table 23. 
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Table 23: Financial analysis by facility insurance status 
 Accepting 
Insurance N (%) 
No Insurance 
N (%) 
REVENUE   
N < 1 million ($2,780) - 4 (31) 
N 1 - 5 million ($2,780 - $13,900) 5 (20) 6 (46) 
N 5.1 - 10 million ($14,178 - $27,800)  2 (8) 3 (23) 
N 10.1 - 25 million ($28,078 - $69,500) 7 (28) - 
N 25.1 - 50 million ($69,778 - $139,000) 3 (12) - 
N 50.1 - 100 million ($139,278 - $278,000) 4 (16) - 
N > 100 million ($278,000) 4 (16) - 
   
EXPENDITURE   
N < 1 million ($2,780) - 5 (38) 
N 1 - 5 million ($2,780 - $13,900) 8 (32) 8 (62) 
N 5.1 - 10 million ($14,178 - $27,800)  3 (12) - 
N 10.1 - 25 million ($28,078 - $69,500) 6 (24) - 
N 25.1 - 50 million ($69,778 - $139,000) 5 (20) - 
N 50.1 - 100 million ($139,278 - $278,000) 1 (4) - 
N > 100 million ($278,000) 2 (8) - 
   
FINANCIAL STANDING   
Profit 22 (88) 9 (69) 
Loss 3 (12) 4 (31) 
   
BREAKDOWN BY 
PROFIT/SURPLUS/LOSS 
  
Profit   
N < 1 million ($2,780) 5 (23) 7 (78) 
N 1 - 5 million ($2,780 - $13,900) 7 (32) 2 (22) 
N 5.1 - 10 million ($14,178 - $27,800)  6 (27) - 
N 10.1 - 25 million ($28,078 - $69,500) 2 (9) - 
N 25.1 - 50 million ($69,778 - $139,000) 2 (9) - 
Loss   
N < 1 million ($2,780) 2 (67) 4 (100)  
N 1 - 5 million ($2,780 - $13,900) 1 (33) - 
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3.21 Insurance contribution to revenue 
22 facilities accepting insurance provided information on the proportion of 
revenue due to payments from insurance. Out of 5 facilities who had a revenue of 1 – 5 
million naira ($2,780 – $13,900), only 2 stated that payments from insurance contributed 
to their revenue, one of which was a 2% contribution, while the other was a 30% 
contribution. The two facilities with revenue between 5.1 – 10 million naira ($14,178 - 
$27,800) had insurance contribution of 50% and 60% respectively. Only 1 out of 7 
facilities with revenue of 10.1 – 25 million naira ($28,078 - $69,500) had no contribution 
from insurance payment, while the remaining 6 had contribution from insurance payment 
ranging from 12 to 60%. All of the facilities with revenue greater than 25 million naira 
($69,500) had insurance contribution ranging from 50 to 85%. This analysis demonstrates 
that the revenue of higher volume facilities is heavily reliant on insurance payments. See 
Table 24. 
Table 24: Insurance contribution to revenue for private facilities (n=22) 
 1 - 5 
million 
Naira 
(n=5) 
5.1 - 10 
million 
Naira 
(n=2) 
10.1 - 25 
million 
Naira 
(n=7) 
25.1 - 50 
million 
Naira 
(n=2) 
50.1 - 100 
million 
Naira 
(n=2) 
> 100 
million 
Naira 
(n=4) 
% of revenue 
due to insurance 
payment per 
private facility 
0 50 0 80 50 50 
0 60 12 85 70 60 
0  20   60 
2  40   80 
30  46    
  50    
  60    
Average (%) 6 55 33 83 60 63 
 
  71 
3.22 Insurance revenue growth between 2015 and 2016 
Out of 19 private facilities accepting insurance that provided information on 
insurance revenue growth between 2015 and 2016, 13 facilities experienced growth in 
insurance revenue, ranging from 5% to 60%, while 4 facilities did not experience any 
growth in insurance revenue and 2 facilities experienced a decline in insurance revenue 
from the last year. Majority of the facilities that experienced growth stated that it was due 
to the increased number of HMOs dealing with them, which brought in more patients to 
the facilities. Those facilities that experienced a decline in insurance revenue also pinned 
it on HMOs with low tariffs and irregular payments. See Table 25. 
Table 25: Change in insurance revenue between 2015 and 2016 among private 
facilities (n=19) 
 
1 – 5 
million Naira 
(n = 5) 
5.1 – 10 
million Naira 
(n = 2) 
10.1 - 25 
million 
Naira 
(n = 4) 
25.1 - 50 
million 
Naira 
(n = 2) 
50.1 - 100 
million 
Naira 
(n = 3) 
> 100 
million 
Naira 
(n = 3) 
% of insurance 
revenue 
growth per 
private facility 
0% Growth 0% 40% 23% 15% 
0% Growth 15% 5% 45% 30% 23% 
0% 
 
5% 
 
Decline 60% 
30%-35% 
increase  
20% 
   
Less than 
15% (decline)      
 
3.23 Workforce by insurance status 
On average, facilities that accepted insurance have a larger workforce than 
facilities not participating in any insurance program. However, it is not clear whether 
having a higher workforce was what led to insurance participation or insurance 
participation was what led to an increased workforce. See Table 26.   
  
7
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Table 26: Workforce – full time and part time, by facility ownership and insurance status 
      Doctor 
Nurse/ 
Midwife 
Aux. 
Nurse 
CHW Pharmacist 
Pharm 
Tech 
Pharm 
Assistant 
Lab 
tech 
Lab 
Scientist 
Non-
medical 
and 
Others 
FAITH-
BASED 
NO 
INSURANCE 
AVERAGE 3 6 5 2 0 2 1 0 1 4 
INSURANCE AVERAGE 4 10 0 4 1 1 0 2 2 13 
PRIVATE 
NO 
INSURANCE 
MIN 1 1 0 0 0 0 0 0 0 0 
MAX 9 5 7 2 0 0 1 1 0 5 
AVERAGE 2.3 3.2 2.8 0.5 0.0 0.0 0.1 0.2 0.0 2.8 
MEDIAN 2 3 2 0 0 0 0 0 0 3 
INSURANCE 
MIN 1 0 0 0 0 0 0 0 0 0 
MAX 24 23 14 5 4 5 2 8 5 56 
AVERAGE 6.8 7.3 3.5 1.0 0.3 1.2 0.2 1.3 0.9 14.0 
MEDIAN 4.5 5.5 3 1 0 1 0 1 0.5 8.5 
PUBLIC 
NO 
INSURANCE 
MIN 0 1 0 1 0 0 0 0 0 1 
MAX 3 17 0 14 1 4 1 4 1 36 
AVERAGE 1.4 4.6 0 3.5 0.1 0.9 0.1 1 0.2 10.9 
MEDIAN 1 3 0 2 0 1 0 0.5 0 6.5 
INSURANCE 
MIN 1 2 0 0 0 0 0 1 0 2 
MAX 501 607 0 4 36 19 5 14 40 758 
AVERAGE 83.6 128.8 0.0 1.1 12.3 6.3 0.9 4.6 9.0 149.0 
MEDIAN 29 62 0 0 11 5 0 3 5 86 
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3.24 Service delivery volume and insurance participation 
On the average, facilities participating in insurance have higher service delivery 
volume than facilities with no insurance participation. See Table 27. Even when service 
delivery volume was classified into categories of very low volume to very high volume, 
all of the facilities not participating in an insurance program, ranked in the very low or 
low service delivery volume categories. See Table 28.  
  
7
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Table 27: Annual service delivery volume by ownership and insurance status 
 
    
Inpatient 
2015 
Inpatient 
2016 
Delivery 
2015 
Delivery 
2016 
Outpatient 
2015 
Outpatient 
2016 
Lab test 
2015 
Lab test 
2016 
FAITH-
BASED 
NO 
INSURANCE 
AVERAGE 150 200 56 66 350 500 530 850 
INSURANCE AVERAGE - - 196 206 13941 12693 8532 9429 
PRIVATE 
NO 
INSURANCE 
MIN 4 1 1 1 28 20 137 86 
MAX 590 520 307 378 4294 1714 660 770 
AVERAGE 151 161 69 71 693 460 330 502 
MEDIAN 102 98 16 30 214 307 194 651 
INSURANCE 
MIN 7 28 2 1 205 63 37 100 
MAX 3548 3897 719 727 51863 55326 21500 25000 
AVERAGE 598 627 108 110 7541 8321 5891 7196 
MEDIAN 242 343 45 59 4249 4024 3900 4418 
PUBLIC 
NO 
INSURANCE 
MIN 212 363 8 55 778 741 513 240 
MAX 212 363 754 908 12686 12912 4617 6812 
AVERAGE 212 363 276 353 4787 5143 1945 3351 
MEDIAN 212 363 215 272 2308 3128 1548 3130 
INSURANCE 
MIN 1301 1625 90 70 283 377 723 310 
MAX 14143 13816 5089 7157 357134 424080 79815 91084 
AVERAGE 5345 5722 1725 2181 102717 112124 33455 31899 
MEDIAN 4398 5234 1282 1499 47812 46882 21622 18400 
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Table 28: Breakdown of service delivery volume by ownership and insurance 
participation 
Volume Faith-based Private Public   
  HI No HI HI No HI HI No HI Total 
Very low 0 1 16 13 3 7 40 
Low 1 0 7 0 0 3 11 
Mid 0 0 2 0 2 0 4 
High 0 0 1 0 1 0 2 
Very high 0 0 0 0 3 0 3 
Total 1 1 26 13 9 10 60 
HI – Health Insurance 
 
 
3.3 Qualitative Analysis 
The qualitative analysis centered on answering two broad questions. The first 
question asked about the drivers and barriers to provider participation in insurance 
programs, focusing only on managers of health facilities participating in an insurance 
program. While the second question asked about the opportunities and challenges all 
facility managers, anticipate from the LSHS.  
3.31 Drivers and Barriers to Insurance Participation 
To understand the factors that influence provider participation in insurance, 
managers of health facilities participating in an insurance program were asked several 
closed- and open-ended questions related to the drivers and barriers to insurance 
participation. The questions were structured to reflect issues related to the insurance 
policies, characteristics of the enrollees and market influences. 
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3.311 What are the benefits and challenges of insurance participation? 
The first set of open-ended questions examined the benefits and challenges of 
insurance participation. The analysis of the data revealed facility-level and population-
level themes associated with insurance benefits. For the challenges, the recurring themes 
were associated with the insurance policies, characteristics of the beneficiaries and 
market influences. See Tables 29 and 31. 
Table 29: Key emerging themes for benefits of insurance 
Level Themes Total (n = 35) 
Facility level 
Increase in patient volume 24 
Increase in revenue 20 
Increased opportunity to upgrade facility infrastructure 12 
Increase in cash flow 9 
Increase in profit 8 
Improvement in the quality of services 7 
Population level 
Increased opportunity to improve community’s health 6 
Increased access and affordability of care for patients 5 
 
Benefits of insurance participation 
From the analysis, the facility level themes recurred more among the managers 
than the population level themes, with about two-third of managers (24/35) describing the 
top benefit of insurance participation as increase in patient volume. This was followed by 
an increase in revenue (20/35) and an increased opportunity to upgrade facility 
infrastructure (12/35). 
“The benefits are enormous. The volume will make us smile to the bank because 
most of them will not come from experience. Increased volume leads to increased 
profit. More of this gives enough money to play with. We go outside the list to 
make sure patients are satisfied. It also allows for infrastructure upgrade if you 
have cash flow.” (Private Facility Manager)  
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“The health facility is sure of revenue at the end of the month. Health facility can 
plan and budget ahead for consumables because of constant inflow. It helps to 
advertise the hospital because once the patients are treated and they are doing 
well, they tell others about the health facility. You see cases that you have not 
seen in a while which increases learning opportunities, research and studying. 
Increased client flow; helps to ensure that the hospital is in profit; helped with the 
infrastructural upgrade in 2016.” (Private Facility Manager) 
 
“Increase in number of patients, increase in revenue, gives room for increase in 
hospital facility.” (Public Facility Manager) 
 
At the population level, some public and private facility managers also felt that 
insurance benefits the communities by making care more accessible and affordable to 
patients (5/35), and consequently improving the lives of community members who would 
have not been able to access care in the first place (6/35).  
“Most important benefit is the facility being able to impact the lives of patients 
positively by rendering quality care to patients... Ability to deliver qualitative 
health services that brings happiness to the patient.” (Private Facility Manager) 
 
“People can come into facilities easily without getting worried about how much 
they have in pocket.” (Private Facility Manager) 
 
“The health insurance scheme is beneficial to the people: it is affordable, cheap 
and available. People can access care anytime. The benefits allow a father, 
mother and 4 children to access care.” (Public Facility Manager) 
 
“Community has access to care at any point in time. The health facility is right in 
the community and we've been able to build a relationship with the community 
members. Even when they are owing for almost 6 months, we still attend to them. 
They have access to almost every basic primary service. Our patients also have 
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access to see a medical doctor because not all PHCs have a full time medical 
doctor.” (Public Facility Manager) 
 
When the themes were disaggregated according to facility ownership, both private 
and public facility managers felt that the top benefits of insurance participation were 
increase in patient volume and revenue. The opportunity to upgrade facility infrastructure 
and increase in profit were common only among private facility managers. See Table 30. 
Table 30: Benefits of Insurance Participation Separated by Facility Ownership  
Top Emerging Themes Private (n = 26) Public (n = 9) 
Increase in patient volume 19 5 
Increase in revenue 16 4 
Increased opportunity to upgrade facility infrastructure 12 0 
Increase in profit 8 0 
Increase in cash flow 7 2 
Improvement in the quality of services 5 2 
Increased opportunity to improve community’s health 3 3 
Increased access and affordability of care for patients 3 2 
 
Despite the perceived benefits of insurance, some private and public facility 
managers (9/35) felt that insurance added no benefit to their facilities. These facilities 
relatively, have been participating in an insurance program for a lesser time (median 
participation period of 3 years), have lesser HMO affiliation (median number of HMO 
affiliation is 1), and since joining an insurance plan either have not seen any enrollee or 
have very low volume of enrollees. In addition, the majority accepted only NHIS 
patients, and nearly all the private facilities have very low service delivery volume and a 
revenue of 1 – 5 million Naira ($2,780 - $13,000). 
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“No benefits. As at today, we have not gotten anything because we have not been 
able to see any insurance patient.” (Private Facility Manager) 
 
“To the facility, the benefit is zero level. There is low volume of enrollees. For 
example, Imagine 3 enrollees from an HMO, only 1 might come to utilize care in 
a month worth 10,000 naira, which the HMO will deny payment; hence facility 
runs at a loss.” (Private Facility Manager) 
 
“For us, there is no benefit because the patients are so few and the HMOs don't 
pay regularly. What we can say is the benefit is increased number of patients 
because of the referrals to the hospital because we are a specialist center. But 
apart from that, there are no benefits because they hardly pay.” (Public Facility 
Manager) 
 
Challenges of insurance participation 
As stated earlier, the recurring themes when facility managers were asked about 
the challenges of insurance participation can be separated into the policies of the 
insurance program, characteristics of the beneficiaries and market influences. The most 
recurring challenge among all facility managers was related to the beneficiaries, 
particularly their unrealistic expectations and poor knowledge of insurance plans (24/35). 
Issues related to the insurance policy followed this and were more common among 
private than public facilities, with the highest being low tariffs (21/35) and seconded by 
the delay in processing claims and payments (20/35). The others include poor attitude of 
HMOs (18/35), increased paper work (15/35) and denial of payments (14/35). Some of 
the facility managers also identified high cost of drugs and service delivery and poor 
insurance awareness among population members as challenges. See Table 31. These 
challenges are expatiated below.  
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Table 31: Key themes for challenges associated with insurance participation 
Level Top Emerging Themes 
Private 
(n = 26) 
Public 
(n = 9) 
Total 
(n = 35) 
Beneficiary 
Enrollees unrealistic expectations and poor 
knowledge of insurance plans 
17 7 24 
Insurance 
Policy 
 
Low or unrealistic tariffs 18 3 21 
Low speed or delay in processing claims and 
payments 
18 2 20 
Poor attitude of HMOs 15 3 18 
Increased amount of paper work and administrative 
burden 
14 1 15 
Unnecessary denial of payments 10 4 14 
Market High cost of drugs and service delivery 2 1 3 
Beneficiary 
Poor insurance awareness among population 
members 
1 1 2 
 
Low reimbursement fees: 
Health facility managers complained about the low capitation fee paid for each 
patient and low rates for fee-for-service (FFS). Particularly for the capitation fee paid by 
NHIS, facility managers had this to say: 
“Capitation fees for patients was too small so we didn't take them so we took 
more of companies who could pay." (Private Facility Manager) 
 
“Reimbursement fee is low and drug cost is high especially when the patients use 
care that requires a lot of drugs.” (Public Facility Manager) 
 
Attitude of HMOs: 
In addition to the low reimbursement fees, facility managers also complained 
about the attitude of HMOs towards payment of fees, authorizing of referrals and the 
management of patients’ expectations about health insurance. Health facility managers 
lamented experiencing payments delay of up to a year and inappropriate denial of 
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payments despite the amount of paper work involved in filing for reimbursements. In 
addition, some facility managers stated that HMOs do not provide adequate information 
to enrollees about their insurance plan and benefit package, and as a result, enrollees 
show up to the health facility expecting more care than what is in their insurance plan. 
Furthermore, health facilities feel restricted in the provision of certain services that 
enrollees need and sometimes have to stop delivering services to enrollees from HMOs 
owing for more than a timeframe, say 3 months. 
“There is no issue with NHIS but major challenges are attributed to HMOs. Non-
payment bills for about 9 months to 1 year as per HMOs, Incredulous vetting of 
bill. For example, reduction of bill from 40,000 to 15,000. Non-issuance of pay 
advice as to what is being paid for. HMOs don't give authorization codes on time 
and poor customer service. This is very detriment to patient health especially 
during referral. The HMOs over-market benefit plans to patients and when 
patients arrive to facility, they expect more than is what is included in their plan. 
HMOs have been non-responsive to complaints. No reply to emails as regards to 
non-payment.” (Private Facility Manager) 
 
“Sometimes we have provided care and the HMO says it is not covered by them in 
their plans; slashing of tariffs following submission of claims; challenging to have 
to document all the processes and paperwork; Health facility is not paid well; 
"HMOs can be good or bad for the business...they can bring down the hospital if 
you are not careful" Unfair reimbursement fees between hospitals and maternity 
centers, some of the HMOs bring down the doctors with reimbursement plans. I 
feel slighted sometimes. The tariff plans can be unfair, HMOs are stubborn, we 
commenced plans with the HMO and they have not paid us in 3 months after 
treating more than 250 patients. The clients expect to have the best of everything 
because deductions have been made from their salaries. Those who are on bronze 
plan want to access services that are on gold or platinum plans. It has not been as 
easy as expected.” (Private Facility Manager) 
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This was also consistent among public facility managers. 
“Some HMOs don't pay so we have stopped attending to their patients. Some 
HMOs are difficult to talk with, when we want to collect approval codes that is 
when they know the patient is not under NHIS. Some HMOs don't give approval 
to give secondary treatment. Some HMOs delayed payment until they needed 
clearance from us to NHIS… that was when they started paying. Some of them 
have not paid the normal capitation.” (Public Facility Manager) 
 
“The HMO over promises and we then look like the devil to some of our patients. 
They will not give us code for some services to offer. A lot of discrepancies 
between what the insurance offers and the patients expectations. As a result, there 
are some things that we cannot do.” (Public Facility Manager) 
 
Patients’ lack of insurance understanding: 
Health facility managers, especially those in the public sector, complained about 
the lack of understanding of the concept and purpose of health insurance as an 
impediment to uptake of insurance among the patient population members.  
“This place is a rural area, and so some people don't understand the health 
insurance scheme. We need mobilization to make people understand the 
scheme...” (Public Facility Manager) 
 
“Clients lack of understanding of the scheme when you tell them to pay their 
premium. Some will even want to slap you. Patients unwillingness to pay for 
insurance because they did not access care, even among the educated ones that 
you think would understand the whole policy.” (Public Facility Manager) 
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3.312 Is facility able to meet the cost of providing services from capitation 
and fee-for-service (FFS) paid? 
 
The second set of open-ended questions examined whether facilities participating 
in insurance are able to meet the cost of providing services from the payments received 
from the insurance plan. Facility managers were asked first about their perception of the 
capitation and FFS received from government insurance and then their perception of 
capitation and FFS from private insurance. 
Government insurance 
For facilities accepting capitation from government insurance (NHIS), there were 
mixed reactions concerning their ability to meet the cost of providing services from 
insurance. Only 6 out of 19 private facilities felt that the capitation fee paid by NHIS was 
able to cover the services provided, and have been able to use some of the funds to plan 
and improve service delivery. Many (13/19) private facilities said it was not enough. 
Majority of these have low and very low service delivery volumes (12/13). Among the 
public facilities, 3 out of 7 receiving capitation felt that they are able to meet the cost of 
services provided from the payment received. All 3 facilities have either high or very 
high volume of patients. The remaining 4 public facilities receiving capitation stated that 
they are unable to meet the cost of providing services from the capitation paid. See Table 
32. It is important to note that the responses from some of the facility managers, 
particularly the low volume facilities, portend a poor understanding of capitation for 
primary care services. Many do not seem to realize that the monthly capitation paid for 
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all enrollees is done assuming that many of these enrollees will not use health services in 
a given month.  
Facilities stating that they are unable to meet the cost of providing services from 
the capitation said things like this: 
“For NHIS, we are just joking in terms of what is paid for capitation for the 
patients. What will 750 naira do? It is hardly enough. I think we are not getting it 
right. The capitation covers so much benefit but it is not worth it for the health 
care provider. Also… the number of enrollees are too small.” (Private Facility 
Manager) 
 
“No, this is not enough because the drugs used to provide the treatment costs 
more than the capitation fees agreed with the NHIS. The capitation is 750 but the 
antimalaria costs as much as 2,000 naira but we take it because this is the 
agreement we have with NHIS. We also know that sometimes they [the enrollees] 
won't come.” (Public Facility Manager) 
 
Facilities able to meet the cost of providing services from the capitation said: 
“The fund comes in handy and can be used to plan ahead. They pay up to 3 
months fee in advance to the facility. This way facility is able to reinvest into the 
facility to improve service delivery.” (Private Facility Manager) 
 
“We are able to. NHIS patients pay 10% on drugs, so they only come when they 
need it.” (Public Facility Manager) 
 
“Yes, we've only had very few patients show up for care.” (Public Facility 
Manager) 
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Table 32: Facility managers’ perception of capitation and FFS received from 
government insurance 
Service 
Delivery 
Volume 
Capitation, Private 
(n = 19) 
Capitation, Public 
(n = 7) 
FFS, Private 
(n = 8) 
FFS, Public 
(n = 4) 
Cover 
costs 
(n = 6) 
Not cover 
costs 
(n = 13) 
Cover 
Costs 
(n = 3) 
Not cover 
costs 
 (n = 4) 
Cover 
costs  
(n = 3) 
Not cover 
costs 
 (n = 5) 
Cover 
Costs 
(n = 4) 
Not cover 
costs 
 (n = 0) 
Very Low 2 9 - 2 2 1 - - 
Low 2 3 - - - 2 - - 
Mid 1 1 - 2 1 1 2 - 
High 1 - 1 - - 1 1 - 
Very High - - 2 - - - 1 - 
 
As shown in Table 32, for facilities paid FFS by NHIS, many private facility 
managers (5/8) thought that they were unable to meet the cost of providing secondary 
care services because the FFS was paid through HMOs, unlike the capitation that is paid 
directly by the NHIS. All (4/4) of the public facilities receiving FFS from government 
insurance said they are able to meet the cost of providing services because the agreed 
tariffs were closer to the true cost of providing services to the patients. 
Facilities unable to meet the cost of providing services from the FFS paid: 
“The payment is worse than the capitation fee, because it is been paid through 
HMOs who have reduced the bill presented by facility unlike capitation that is 
paid directly by NHIS.” (Private Facility Manager) 
 
“The reimbursement fee is very low hence the facility does not get paid for 
services rendered.” (Private Facility Manager) 
 
Facilities able to meet the cost of providing services from the FFS paid: 
“Fee for service is okay because they have tariffs which we use to determine what 
patients pay which is usually not far off from the normal prices.” (Public Facility 
Manager) 
 86 
“Sometimes, it is enough for the services that we provide.” (Private Facility 
Manager) 
 
Private insurance 
Similar to government insurance, there were mixed reactions when facility 
managers were asked about meeting cost of providing services from private insurance 
capitation. To begin, some (8/22) facility managers participating in private insurance 
stated that they either do not accept capitation from HMOs or that the HMOs have 
stopped paying them capitation for private insurance. Out of the 13 private facilities 
accepting capitation for primary care, 5 stated that they are able to meet the cost of 
providing services from the payment received, while the remaining 8 stated they are 
unable to meet the cost. Low and very low service volumes characterize majority of the 
latter (7/8). Only 2 public facilities accept private insurance, out of which one receives 
capitation from the HMOs. This facility, a high volume one, is able to meet the cost of 
providing services from the capitation received. See Table 33. 
Table 33: Facility managers’ perception of capitation and FFS received from 
private insurance 
Service 
Delivery 
Volume 
Capitation, Private 
(n = 13) 
Capitation, Public 
(n = 1) 
FFS, Private 
(n = 19) 
FFS, Public 
(n = 2) 
Cover 
costs 
(n = 5) 
Not cover 
costs 
(n = 8) 
Cover 
costs 
(n = 1) 
Not cover 
costs 
(n = 0) 
Cover 
costs 
(n = 14) 
Not cover 
costs 
(n = 5) 
Cover 
costs 
(n = 2) 
Not cover 
costs 
(n = 0) 
Very Low 2 5 - - 8 2 - - 
Low 1 2 - - 3 3 - - 
Mid 1 1 - - 2 - 1 - 
High 1 - 1 - 1 - 1 - 
Very High - - - - - - - - 
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Facilities unable to meet the cost of providing services from private capitation: 
Capitation fees are not enough to meet the cost of providing services because 
patients demand for certain brands of drugs with higher cost than capitation 
provided.” (Private Facility Manager) 
 
“No... The capitation fees are inadequate. What will 500 naira capitation do in 
this day and age in this country?” (Private Facility Manager) 
 
Facilities able to meet the cost of providing services from private capitation: 
 
“We are able to.” (Private Facility Manager) 
 
For FFS paid by private insurance, majority of the facilities (16/21) receiving this 
fee felt that they were able to meet the cost of providing services from it. See Table 31. 
The main reason for this was their ability to negotiate the tariff rate with the HMOs 
before agreeing to provide services to their enrollees. 5 out of 21 facilities are unable to 
meet the cost of providing services from the FFS received citing low tariff rate as the 
problem. All of these facilities are private and have either low or very low service 
volumes.  
Facilities able to meet the cost of providing services from private FFS: 
“Some HMOs are doing good in this area, some respond promptly to payment but 
others don't. There is enough to meet the cost of services provided. A call is 
usually made before service is rendered, negotiation occurs between HMO and 
facility and a fee is agreed before services are rendered.” (Private Facility 
Manager) 
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“Fee for service is okay. The private HMOs pay our tariffs. They dance to our 
tune.” (Public Facility Manager) 
 
Facilities unable to meet the cost of providing services from private FFS: 
“Fee for services paid are not enough to meet the cost of services provided 
because they are always low.” (Private Facility Manager) 
 
“No, the facility is unable to meet cost. Money paid is below expectation and 
facility running at a loss. The facility would have withdrawn but considered 
patients and future improvement.” (Private Facility Manager) 
 
3.313 Is insurance profitable? 
The third set of open-ended questions examined whether insurance participation is 
profitable for health facilities. Facility managers were asked first about their perception 
of profitability from government insurance and then their perception of profitability from 
private insurance. 
 
Profitability of government insurance 
Concerning the profitability of government insurance, facility managers reacted 
differently. Among private facilities, over half accepting government insurance (11/19) 
felt that government insurance was not profitable. All of these facilities have low or very 
low service volumes. The remaining private facilities (8/19) felt that government 
insurance had contributed minimally or adequately to the facility’s profit. All of these are 
secondary level facilities but have a mix of service volumes from high to very low. For 
public facilities, majority (5/6) stated that government insurance has contributed either 
 89 
minimally or adequately to the facility’s revenue. Most of these facilities (4/5) have 
service volumes ranging from mid to high levels and are either secondary or tertiary care 
facilities. Only one public facility manager stated that government insurance has not 
contributed to the facility’s revenue. See Table 34. 
Table 34: Perception of government insurance profitability among facility managers 
Service 
Delivery 
Volume 
Private facilities (n = 19) Public facilities (n = 6) 
No 
contribution 
(n = 11) 
Minimal 
contribution 
(n = 2) 
Adequate 
contribution 
(n = 6) 
No 
contribution 
(n = 1) 
Minimal 
contribution 
(n = 2) 
Adequate 
contribution 
(n = 3) 
Very Low 8 2 3 - 1 - 
Low 3 - 1 - - - 
Mid - - 1 1 - 1 
High - - 1 - - 1 
Very High - - - - 1 1 
 
No contribution from government insurance: 
“Not at all because it was just one patient that we’ve had.” (Private Facility 
Manager) 
 
“It is a no. The only good thing about NHIS is that their fees come out in time, 
however, it's not profitable.” (Private Facility Manager) 
 
“Not at all... We are running at a loss doing business with them.” (Public Facility 
Manager) 
 
Minimal contribution from government insurance: 
“Sincerely, it's not contributed much to me. As I have said, most of my patients 
are private patients because of my environment...” (Private Facility Manager) 
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“It's very minimal so far and as a result, it hasn't made any impact on our facility 
yet.” (Public Facility Manager) 
 
Adequate contribution from government insurance: 
“To a very good extent, very commendable. The facility has been able to improve 
infrastructural upgrade of the facility. For example, bought a new scanning 
machine, stock up of drugs.” (Private Facility Manager) 
 
“It has helped us to plan. It has contributed to our profit line because HMOs with 
large volume of patients for NHIS help us to plan” (Private Facility Manager) 
 
“It has added a lot because NHIS patients don't really come like that. Most of the 
patients don't come and they pay on a monthly basis.” (Public Facility Manager) 
 
“Yes, it has contributed because the money is paid in bulk and this can always be 
useful to the health facility in procuring consumables.” (Public Facility Manager) 
 
Profitability of private insurance 
The second related question is the profitability of private insurance. All of the 
private facilities felt that the private insurance had contributed minimally or adequately to 
the health facility’s bottom line profit. There were no mid to high volume service 
facilities among those with minimal contribution, only low to very low volume facilities. 
Whereas, some (3/10) of the private facilities recognizing an adequate contribution have 
mid to high service volumes with the remainder (7/10) being low to very low service 
volume facilities. As stated earlier, only two public facilities accept private insurance, 
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one of which stated that it had adequately contributed to the facilities revenue and the 
other stating no contribution from private insurance to facility’s surplus. See Table 35. 
Table 35: Perception of private insurance profitability among facility managers 
Service 
Delivery 
Volume 
Private facilities (n = 20) Public facilities (n = 2) 
No 
contribution 
(n = 0) 
Minimal 
contribution 
(n = 10) 
Adequate 
contribution 
(n = 10) 
No 
contribution 
(n = 1) 
Minimal 
contribution 
(n = 0) 
Adequate 
contribution 
(n = 1) 
Very Low - 6 6 - - - 
Low - 4 1 - - - 
Mid - - 2 1 - - 
High - - 1 - - 1 
Very High - - - - - - 
 
No contribution from private insurance: 
“We are running at a loss.” (Public Facility Manager) 
 
Minimal contribution from private insurance: 
“It has contributed a little.” (Private Facility Manager) 
 
Adequate contribution from private insurance: 
“Since they have the largest number of patients attending the health facility, they 
contribute a large chunk of our profit. However, payment has been slow this year 
but 2016 was a lot better.” (Private Facility Manager) 
 
“A lot. They [HMOs] are paying and their people are not accessing care.” 
(Public Facility Manager) 
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3.314 How does health facility file for claims and reimbursement? 
To understand further some of the barriers and drivers of provider participation in 
insurance, facility managers were asked about the process of filing for claims and 
reimbursement, its timeliness and whether the process was different between private and 
government insurance. 
From the analysis, the filing of claims and reimbursement was very similar among 
all facilities irrespective of ownership, type and size. For the FFS payments, HMOs 
provide authorization codes to facilities and the claims are submitted online or in-person 
(depending on the HMO) using the tariff rate agreed between the HMO and the facility. 
Most of the facilities have dedicated officers that collate and prepare the forms for 
submission. 
“Bills are made using the specific tariffs, the bills are sent via emails and 
dropped in the HMO offices respectively. HMO then vet the bill and this takes 
about 2 months while the facility waits. HMOs get back to the facility promising a 
timeline to pay and amount to be paid. Sometimes there are arguments on bills 
sent.” (Private Facility Manager) 
 
"We've got 2 ladies who man the HMO desk. Everyday they collate and prepare 
the forms for submission. For the international HMOs, we send at the end of the 
day, local HMOs every month, and the high volume HMOs at the end of 2 weeks. 
Some HMOs have also gone online.” (Private Facility Manager) 
 
When asked about the timeliness of being reimbursed after filing for claims, the 
facility managers stated that it depended on the HMO though payments from NHIS 
(government insurance) has been faster and more regular than from private insurance in 
recent times. They attributed this change to the new policy by the NHIS requiring HMOs 
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to submit a letter of non-indebtedness signed by the facility before requesting for funds 
from the NHIS. This letter proves to the NHIS that the HMO does not owe and is in good 
standing financially with the health provider. 
“Before an insured patient is attended to, the HMO is informed about the type of 
care to be accessed. An authorization code is given to health facility and patient 
is attended to. At the end of the month, bills are made using HMOs tariff and the 
bills are sent using the authorization codes for claims. Before getting claims from 
NHIS, HMOs under them must get a letter of non-indebtedness from the facility. 
This is to ensure NHIS that the HMO has reimbursed the facility.” (Private 
Facility Manager) 
 
“At the end of the month, we prepare the bills in addition to the clinical summary 
of the patient. We send an admin staff to drop off the claims at the HMO's office. 
If they don't pay on time, we send them a reminder. Some of them pay promptly 
while others don't but the clearance request from NHIS has really helped and now 
they pay regularly.”(Public Facility Manager) 
 
When asked if there was any difference in the claims and reimbursement process 
for government and private insurance, the facility managers stated that there was no 
difference. 
“No, same… expect that for private HMOs letter of indebtedness [is] not 
required.” (Private Facility Manager) 
 
“It is the same process.” (Public Facility Manager) 
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3.315 What is the type, availability and capacity to train labor and workforce 
for insurance? 
 
Another set of questions that the facility managers were asked examined their 
perception on the type, availability and capacity to the train the workforce needed for 
insurance. 
Type of workforce needed 
Almost all of the facility managers felt that both non-medical and medical types 
of staff are required for insurance work. 
“Marketers, doctors, nurses, to handle health insurance. Marketers to hold 
meetings with associations and get them to understand why we want to provide 
the services.” (Private Facility Manager) 
 
“I have an HMO coordinator. I also have someone that goes to submit the bill 
and would also request for payment. Basically, I have an HMO department with 3 
staff. I also have electronic medical records although everything isn't yet 
computerized.” (Private Facility Manager) 
 
“Doctors, nurses, non-medical personnel. For proper treatment, necessary 
documentation and other important administrative processes.” (Public Facility 
Manager) 
 
Availability of workforce 
Majority of the facility managers also felt that labor and workforce for insurance 
was readily available in the market. 
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“Workforce is available to a large extent, staff has never been found wanting. 
There has never been complaints of delay or unavailability of service. The facility 
runs 24/7. Recruitment is easy when there is enough money to lure staff.” (Private 
Facility Manager) 
 
“Yes they are readily available.” (Public Facility Manager) 
 
However, some facility managers felt that despite the availability of workforce in 
the labor market, understanding of how insurance works is poor and therefore they still 
require to be trained. 
“It is poor. The doctors understanding of how HMOs work is still very poor. 
Recruitment is easy but understanding of health insurance is poor.” (Private 
Facility Manager) 
 
“It is not readily available because they first have to be trained. The NHIS work 
is wide and also need the case note of the patient to prepare the bills.” (Public 
Facility Manager) 
 
Capacity to train workforce 
In terms of capacity to train workforce, while some facility managers think they 
have the capacity to train their staff for insurance work, others are unable to and rely on 
the HMOs to train their staff or send their staff for external training. Only 9 out of the 33 
facility managers participating in insurance who answered this question felt that the 
facility did not have the capacity to train the staff. Majority (7/9) have very low service 
volumes. 
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Able to train staff: 
“We have in-house training and also send them to external training programs. 
For example, there is the Institute of Health & Management Insurance School 
anchored by the University of Lagos. The next one is in Abuja. Some HMOs also 
organize providers' forum and they use that to educate our staff.” (Private 
Facility Manager) 
 
“We conduct in-house training but also go for external trainings.” (Public 
Facility Manager) 
 
Unable to train staff: 
“We don't have the capacity. We only rely on HMOs to train our staffs.” (Private 
Facility Manager) 
 
“The hospital is not able to train the workforce so I was sent out for training.” 
(Public Facility Manager) 
 
3.316 Did facility change staffing patterns because of joining an insurance 
plan? 
 
Following the questions on workforce needed for insurance, facility managers 
were asked if they changed staffing patterns because of joining an insurance plan. 
Facility managers were almost equally mixed in their responses on whether they 
changed staffing patterns because of joining an insurance plan. While some did, others 
did not. Those that changed staffing patterns recruited more staff to handle the increased 
administrative and clinical work, strengthened their HMO/health insurance units or 
designated a doctor to take care of insured patients. Those that did not change staffing 
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pattern felt that they already had the minimum requirements to provide insurance and did 
not need to change anything. Public facility managers, unlike private facility managers, 
felt that it was not within their power to recruit additional staff to the facility. However, 
they could change the mix of the staff within the facility to assigned tasks. 
Changed staffing pattern: 
“Yes, increased staff strength in the HMO unit from two to four to deal with the 
volume of work. Set-up a reconciliation team, debt recovery team. I decided to 
focus on tariff negotiation so needed other people to do bills processing.” 
(Private Facility Manager) 
 
“We designated a doctor particularly for NHIS patients.” (Public Facility 
Manager) 
 
 Did not change staffing pattern: 
No, we didn't have to change anything. They (the HMOs) were satisfied with what 
we had and they gave approval.” (Private Facility Manager) 
 
“No, this is because it is only within the jurisdiction of the government to recruit 
staffs within the health facility but the MD can assign people to different tasks.” 
(Public Facility Manager) 
 
3.317 Did health facility make systematic changes to health facility for 
joining an insurance plan? 
 
Facility managers were also asked whether they made systematic changes to the 
health facility because of joining an insurance plan. 
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Facility managers were also mixed on this. While some did, by upgrading 
infrastructure, expanding services and changing location, others did not do anything. 
Private facilities from their responses were more likely to have made systematic changes 
to health facility than the public facilities. 
Made systematic changes: 
“We've improved facade and reception. We've changed layout to cope with the 
different patients.” (Private Facility Manager) 
 
“Creation of a special center for the proper management of health insured 
patients.” (Public Facility Manager) 
 
No systematic changes: 
“None at all, internally, we didn't do anything.” (Private Facility Manager) 
 
“None”. (Public Facility Manager) 
 
3.318 What is the referral process and how timely is it? 
Following the question asking whether facilities made systematic changes as a 
result of joining an insurance plan, facility managers were asked about the referral 
process and the timeliness of referrals through the HMOs. 
According to all of the facility managers, the process of referral requires facilities 
to get an authorization code from the HMO either by phone call or by email. The 
promptness of the referral process typically depends on the HMO. While some may take 
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about an hour, some may take about 3 days. The HMO can also refer directly or instruct 
the facility to do the referral. Majority of the facility managers also felt that the referral 
process is quite effective once they get the authorization code from the HMO. 
“It varies from HMO to HMO. Some very quick, it takes about an hour. Some 
need phone calls and it’s done. Some will take a longer time, most in a day. Some 
of the worst HMOs, it takes 3 days. The delay is always in the payment 
negotiation.” (Private Facility Manager) 
 
Only one facility felt that the process was slow and have to refer patients without 
authorization code. 
“The process is slow and patients are often referred without authorization code.” 
(Public Facility Manager) 
 
3.319 Did health facility make an effort to recruit insured patients? 
To help further understand how providers respond to insurance participation, 
facility managers were asked whether they made any effort to recruit insured patients. 
Out of 34 facility managers that answered this question, 15 stated that they made 
efforts to recruit insured patients, while the remaining 19, stated that they did not. All the 
private facilities that made efforts to recruit insured patients (11/28) have low or very low 
service volumes. In addition, those who recruited insured patients pitched to big 
companies, conducted outreaches, engaged consultants or through word of mouth and 
personal relationships. Others that did not make any effort stated reasons such as not 
knowing that they could do it, are already popular among the community members, well 
patronized by the HMOs or believe that it is the job of the HMOs. 
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Made efforts to recruit insured patients: 
“We pitched to companies to send their patients here initially when we started but 
we have stopped.” (Private Facility Manager) 
 
“The Director is well known hence informs people about acceptance of insured 
patients in the facility. Also use of banners and outreaches.” (Private Facility 
Manager) 
 
“Engaged a consultant who wrote a letter to HMOs and they have been 
responding to us but no enrollees yet.” (Private Facility Manager) 
 
“We do mobilization in this community. We have a community mobilizer. We even 
have health education for the mothers every Tuesday and use that opportunity to 
tell them about the health insurance scheme, and some people become registered 
as a result. We also do free health care to get people and we use that opportunity 
to explain the insurance scheme to them.” (Public Facility Manager) 
 
Did not make efforts to recruit insured patients: 
“We have not had to do this because HMOs come around regularly.” (Private 
Facility Manager) 
 
“No, we did not. Patients choose to come to us; may be the name helps. I even 
tried to do some statistics here to know how patients are referred… through word 
of mouth.” (Private Facility Manager) 
 
“No we have not made any efforts. I didn't know we are supposed to do that.” 
(Private Facility Manager) 
 
“It is beyond our scope. We don't do that. It is the HMOs that do it.” (Public 
Facility Manager) 
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3.320 What is patients’ level of understanding of their benefit plans? 
Facility managers were asked also about their perception on enrollees 
understanding of their benefit plans. Facility managers were mixed on their perception of 
patients understanding of insurance plans. While some managers believed that patients 
have adequate understanding, others feel that patients do not have adequate 
understanding. 
Adequate understanding of insurance plan: 
“Patients have adequate understanding of their benefit plan and expectations. 
They know exactly what services they can access and what is needed.” (Private 
Facility Manager) 
 
“They understand their plan very well.” (Public Facility Manager) 
 
Inadequate understanding of insurance plan: 
“Most of them do not understand what their benefits are and ask for things that 
they are not entitled to. Most of them feel bad and we tell them to go back to go 
renegotiate with their HMOs.” (Private Facility Manager) 
 
“Most patients don't understand their plan. The HMOs create a different picture 
to the patient while marketing hence patients’ expectations are high. Also, 
patients expect certain brand of drugs.” (Private Facility Manager) 
 
“Their level of understanding in this community is low and so you have to explain 
over and over again because we don't have a lot of people here who are educated. 
But those who are educated understand the benefits that come with the 
insurance.” (Public Facility Manager) 
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Some facility managers believed that it was not just about the lack of 
understanding, that some patients have tried to game the system by giving their uninsured 
relatives their cards to access care or just even come to use care when they are no longer 
an enrollee on the insurance plan.  
“…Some patients also want to take advantage of the situation despite knowing 
what they are entitled to. For example, some are no longer on the scheme but 
would still try to take advantage of it. Patients mischief has been very recurrent 
but we've been able to figure this out from the way we've restructured our front 
desk.” (Private Facility Manager) 
 
“Utilization is being abused. Insured patients sometimes give relatives their card 
to come access care at the facility. These are fraudulent activities.” (Private 
Facility Manager) 
 
3.321 What is the level of utilization among patients with insurance? 
In addition to their perception of patients understanding, facility managers were 
also asked about their perception on the utilization level among the insureds. From the 
analysis, we observed two groups of facility managers: some who feel that insured 
patients’ overutilize care and the others who think the enrollees moderately use care. 
Case for overutilization: 
Some facility managers felt that because some enrollees now had insurance, they 
used more care than they would have typically used. 
“They stretch your facility. They want to over use. Once they know they have 
health insurance, they come. They bring themselves and their families for the 
slightest reasons...” (Private Facility Manager) 
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“They overutilize care. I find that the patients that have co-payments and 
deductibles don't do that.” (Private Facility Manager) 
 
“We have some that will come to say that they want to use their money to the 
fullest, while some will not show up even after paying for insurance.” (Public 
Facility Manager) 
 
Case for low or moderate utilization: 
Other facility managers felt that utilization rate for insured patients was either low 
or moderate. 
“Patients only attend the health facility when care is needed.” (Public Facility 
Manager) 
 
“They don't use more care despite knowing that it is free...” (Public Facility 
Manager) 
 
“The clients we have from the HMOS only come when they are sick or for routine 
medical check-up.” (Private Facility Manager) 
 
3.322 How does health facility get accreditation and is it a barrier to 
insurance participation? 
 
Facility managers were asked about the process of being accredited by an 
insurance plan and whether it is a barrier to insurance participation. 
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What is the process of being accredited? 
According to the facility managers, the main requirement to get accredited by any 
insurance plan is the accreditation license from the Lagos state health facility 
accreditation and monitoring agency, HEFAMAA. 
“HEFAMAA accreditation was very important in signing up with HMOs. Process 
of accreditation involved purchasing of form, meeting requirements and 
inspection by HEFAMAA staff. For HMOs, after marketing to facility, they 
present their tariff, a fee was agreed after vetting, inspection was conducted then 
accreditation.” (Private Facility Manager) 
 
However, there were mixed opinions on how long it took the facilities to get their 
license from the agency (HEFAMAA). For some they felt that the process was easy, 
while for others, they felt that it was tedious and took as long as 3 years to get the 
accreditation. 
“…HEFAMAA accreditation is on a renewal basis now, which is quite easy... It is 
easy especially when the facility is doing the right thing such as monthly 
submission of data at the LGA.” (Private Facility Manager) 
 
“It was not very easy getting accredited by HEFAMAA, many of the 
recommendations were hard to implement and in some cases recommendations 
were duplicated...” (Private Facility Manager) 
 
“...It took HEFAMAA 3 years to accredit the facility…” (Private Facility 
Manager) 
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Is getting accreditation a barrier to insurance participation? 
Following the license from HEFAMAA, many of the facility managers felt that 
the time it took to get accredited by the insurance plan differed based on whether it was 
government (NHIS) or private insurance. In general, it was easier to get accredited by the 
private HMOs once you have accreditation from HEFAMAA, between 1 to 6 months. 
However, for NHIS, some facility managers stated that it took longer, up to 5 years in a 
case, before they were eventually accredited by NHIS. This perception was similar for 
both private and public facilities. 
“Accreditation is faster with private insurance than government insurance. With 
NHIS, there is a nonchalant attitude.” (Private Facility Manager) 
 
“…The timeframe for the accreditation took some time. The NHIS took 5 years. 
The private, between 1 week to 6 months. Now they don't even bother once they 
know you've been accredited by other HMOs.” MPF0005 (Private Facility 
Manager) 
 
“The process is cumbersome. We've written [to NHIS] since last year and have 
not even received an acknowledgment letter...” (Public Facility Manager) 
 
As a result, while some facility managers think that getting accreditation is a 
barrier to insurance participation, others think that it is not. 
Not a barrier to insurance participation: 
“It is not a barrier.” (Public Facility Manager) 
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“We applied for the program, they inspect the health facility. They also get 
information from the patients. This is not a barrier to health insurance.” (Private 
Facility Manager) 
 
It is a barrier: 
“It was demanding to get accredited with NHIS. I won't have bothered myself if I 
had known what they were paying. It is a barrier to insurance participation.” 
(Private Facility Manager) 
 
“Yes, it is a barrier... No HEFAMAA license, no accreditation.” (Private Facility 
Manager) 
 
3.323 Did health facility change quality improvement (clinical) procedures 
because of joining an insurance plan? 
 
In addition to the accreditation process, managers were asked whether their 
facilities changed their quality improvement procedures because they joined an insurance 
plan. 
Facility managers were equally mixed on whether they changed their quality 
improvement or clinical procedures as a result of joining an insurance plan. While half 
said, yes, citing reasons such as the need to improve the quality of care to attract and 
retain more patients, the remaining half said no, stating that quality improvement was a 
continuous process for the facility and that it was really more about complying with 
HEFAMAA’s standard and not because they had to join an insurance plan. 
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Changed quality improvement procedures: 
“Yes of course. I have an incubator and an HMO said we needed to get a 
phototherapy machine. I have gotten it but not used it for anyone. Because of 
them, I bought an incubator. I had to buy many things to improve the hospital 
environment.” (Private Facility Manager) 
 
“We've been including new procedures to the facilities as a result. They [HMOs] 
are always wowed when they see what we have in the facility. Some have even 
learned from the processes we've been able to put in place. For example, we put 
in a patient number system for all of our patients to address the waiting hour 
challenge.” (Private Facility Manager) 
 
“We have SafeCare. They come here every time to update and upgrade the 
hospital.” (Private Facility Manager) 
 
“We have put in place quality improvement procedures as a result of accepting 
insurance. We now have stakeholder meetings with our patients. We have a 
feedback mechanism now for insured patients: shared decision making in service 
delivery. It has improved our staff-patient relationship. It has empowered us to 
train our staff on how to relate with clients. We are also into service charter and 
we have to provide information. We have complaint boxes everywhere.” (Public 
Facility Manager) 
 
“We've worked on the quality to make the insurance scheme works out. When I 
first came to this place, we had fewer clients because of the attitude of the health 
workers. We had to adjust the attitude of the health worker and it really worked. 
We saw a difference, and when they [the patients] started seeing this, they called 
others to come to the facility. And now, even when we refer, some patients will not 
want to go because they are scared of how they will be treated in the other 
facility.” (Public Facility Manager) 
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Did not change quality improvement procedures: 
“No we did not. Because our MD is very particular about the quality of care that 
we provide. Even before the HMOs, we only provided evidence based care and so 
that has helped with joining an HMO.” (Private Facility Manager) 
 
“It is continuous for us. We do it in-house based on clinical guidelines and 
evidence, and not because we are signed to an HMO.” (Private Facility 
Manager) 
 
3.324 What is health facility’s perception on the confidence and cost of 
achieving quality? 
 
Digging further into the barriers and drivers of insurance participation, facility 
managers were asked what the cost of achieving quality was and how confident they were 
in achieving the required standard of quality. 
All of the facility managers accepting insurance seemed confident that they could 
achieve the quality standard that is required. However, while some felt that that it would 
be inexpensive to achieve, others felt that it would be costly.  
Inexpensive to achieve quality: 
“QI is not that expensive. We use PDSA cycle and identify the root cause of our 
problem. We then do shadowing and restrategizing. Sometimes you may not need 
to spend money. For example, we started using color coded tags to reduce 
agitation among our patients when they show up except during emergency cases. 
Buying of equipment is beyond our scope.” (Public Facility Manager) 
 
“It is not costly to achieve since we are primary. The cost implication comes 
when you want to do tertiary care. We are very confident that we can meet the 
quality standard.” (Private Facility Manager) 
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Expensive to achieve quality: 
“...We are confident but it is expensive even getting to this level. Quality comes 
with cost.” (Private Facility Manager) 
 
“We are very confident but it is costly to achieve.” (Public Facility Manager) 
 
“Quality is costly definitely and we are working towards it. We have a consultant 
that is helping us. We are also part of Pharmaccess.” (Private Facility Manager) 
 
Despite the financial cost of achieving the necessary quality standard, public 
facility managers seemed more restricted in their autonomy and ability to achieve the 
quality standard desired for the facility. 
“We are confident we can individually but at the facility level, we have 
challenges, because we are not profit oriented, we are limited. And since they are 
capital intensive, we can't guarantee that we would get it and when we would. But 
if there are things we can do ourselves, we do. As you can see, the ambience here 
isn't that great but people come here because they are forced to and because it is 
the government. We can't turn back patients, we are restricted and we cannot be 
adventurous in our service delivery. Our cost is fixed and because we have to 
save lives first, we can't use high quality standards to take care of everybody 
because the profit margin is very low.” (Public Facility Manager) 
 
 
3.325 How does health facility interact with HMOs? 
Facility managers were also asked about how they interacted with HMOs and 
whether they regularly came for quality inspection. 
Many of the facility managers had differing responses about their interaction with 
HMOs for quality inspection. Visits from HMOs ranged from no physical on-site visit to 
quarterly visits, bi-yearly visits or annual visits.  
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“It is only 1 HMO that I can vouch comes on a regular basis. Others I don't see 
them.” (Public Facility Manager) 
 
“Sometimes HMOs call on the phone. But they don't come for inspections.” 
(Private Facility Manager) 
 
“…They were coming once in 6 months but now it's once a year and they come at 
random.” (Private Facility Manager) 
 
“Quality checks are done quarterly…” (Private Facility Manager) 
 
In addition, majority of the HMOs interact with the facilities more via email and 
phone calls than visiting the facility physically. 
“Interaction is via email and telephone. Quality checks are done quarterly…” 
(Private Facility Manager) 
 
“Most times we communicate on phone or via email but NHIS comes annually to 
check our books and facilities. The HMOs usually don't come in person, only 
came when they needed letter of non-indebtedness.” (Public Facility Manager) 
 
3.326 How does health facility raise funds for quality improvement? 
The ability and capacity of health facilities to improve quality of care is key to the 
success of any health system and health insurance program. As a result, facility managers 
were asked about how they raised funds for quality improvement. 
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From the analysis, facilities raised funds for quality improvement via a mix of 
internally generated revenue (IGR), loans, personal funds, support from donors or 
investors and if public facility, funding from the government.  
The use of IGR was most common among all the facilities. 
Funds are raised from revenue generated. We do contributions monthly which we 
use to carry out our activities within the health facility.” (Private Facility 
Manager) 
 
“Surplus from pool of funds received from capitated patients” (Public Facility 
Manager) 
 
This was followed by the use of personal funds  
“Personal savings.” (Private Facility Manager) 
 
“This will be from my personal pocket.” (Private Facility Manager) 
 
The use of loans was as common among facilities as the use of personal funds. 
However, only private facilities mentioned the use of loans from banks to finance quality 
improvement in the facility. 
“I got a loan from diamond bank, N3.5 million. I pay 130-140K every month. I 
will pay everything by December 2019. Although the interest rate is high. They 
said it was 10%, then it went to 17% and now it's 22%.” (Private Facility 
Manager) 
 
Nevertheless, some facilities preferred not to take loans from the bank because of 
the high interest rate. 
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“…I avoid taking loans from bank because of the interest rate. For a medical 
practice, the interest rate will only make us get indebted.” (Private Facility 
Manager) 
 
Others preferred to borrow money from friends and relatives instead of going to 
the bank. 
“Raise funds from family and friends... We have never had to ask the bank for 
loans.” (Private Facility Manager) 
 
“When the health facility needed to be relocated, I needed to borrow money from 
individuals who decided to help out. Sometimes, my children also help out, for 
example they were responsible for the part payment of the consultant engaged to 
help us contact HMOs.” (Private Facility Manager) 
 
Some others rely on grants from donors or financing from personal investors or 
shareholders. 
“…grants from Medical Credit Funds which is accessed through banks.” (Private 
Facility Manager) 
 
“…sometimes when we are lucky from donors.” (Public Facility Manager) 
 
“Through shareholders (mostly equity)…” (Private Facility Manager) 
 
Some of the public facilities stated that they receive funding for capital projects 
from the government. 
“Through the budget allocation from government.” (Public Facility Manager) 
 
“Internally generated revenue and occasionally, support from the Lagos State 
Government.” (Public Facility Manager) 
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3.40 Provider Expectations from the Lagos State Health Scheme (LSHS) 
As stated earlier, the qualitative analysis centers on answering two broad 
questions. The first question focused on the drivers and barriers to provider participation 
in insurance programs, while the second question aims to understand the opportunities 
and challenges all facility managers anticipate from the LSHS. 
3.41 Awareness of the LSHS 
To begin, all of the facility managers were asked if they were aware of the LSHS. 
Only 4 out of 60 facility managers were not aware of the LSHS, 3 out of which are 
private and 1 faith-based facility. In terms of type, they are divided equally between 
nursing/maternity homes and medical centers/hospitals. All have very low service 
delivery volume and only one currently accepts patients with insurance. See Table 36. 
Table 36: Awareness of LSHS among facility managers 
 Frequency (n) Percentage (%) 
AWARENESS OF LSHS   
Yes 56 93 
No 4 7 
   
NO AWARENESS OF LSHS   
Ownership   
Faith-based 1 25 
Private 3 75 
Type   
Nursing/Maternity Home 2 50 
Medical Center/Hospital 2 50 
Service Delivery Volume   
Very low 4 100 
Insurance Participation Status   
Yes 1 25 
No 3 75 
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3.42 Perceived benefits of LSHS 
Following the question on facility manager’s awareness of the LSHS, they were 
asked about their perceived benefits of the LSHS. From the analysis, key emerging 
themes from the opportunities with the LSHS can be divided into facility and population 
level opportunities. The top 3 opportunities stated by facility managers include increase 
in patient volume (44/60), increase in revenue (38/60) and opportunity to invest in facility 
upgrade (22/60). These are all benefits at the facility level and are similar to the top 3 
benefits of insurance participation described earlier by facility managers already 
participating in an insurance program. The following two opportunities facility managers 
anticipate from the LSHS are population level benefits and include opportunity to 
improve population’s access to free care (18/60) and a consequent improvement in the 
community’s health (15/60). Three facilities felt that the LSHS would offer no benefits to 
their facilities. See Table 37. The opportunities are expatiated below. 
Table 37: Perceived opportunities from the LSHS among facility managers 
Level Top emerging themes 
Private* 
(n = 39) 
Public 
(n = 21) 
Total 
(n = 60) 
Facility 
level 
Increase in patient volume 33 11 44 
Increase in revenue 28 10 38 
Opportunity to invest in facility upgrade 15 7 22 
Population 
level 
Improve access to free care 14 4 18 
Improve community’s health 7 8 15 
Facility 
level 
Increase in cash flow 10 3 13 
Opportunity to improve quality of services 7 6 13 
Increased capacity for facility planning & 
management 
5 5 10 
Increase in profit 7 0 7 
Increased recognition of facility by patients and 
government 
4 1 5 
Opportunity to improve facility’s confidence & 3 1 4 
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satisfaction 
Increase in staff strength 2 2 4 
Increase in competition among facilities 1 2 3 
No benefits to the facility 2 1 3 
*Private includes the two faith-based facilities 
As described above, at the facility level, majority of the facility managers 
highlighted that the LSHS could bring about an increase in the volume of patients, 
revenue and profit (for the private facilities). In return, they stated that it could increase 
the availability of cash to upgrade the facility’s infrastructure, plan and manage the 
facility. Doing this, could also improve the confidence and facility’s ability to deliver 
quality care, which in turn could increase competition, and the potential for facility to be 
recognized by community members and the government for its quality services.  
Increase in patient volume, revenue and infrastructure upgrade: 
“Increase in patient volume coming to access care and in turn generates 
increased revenue, thereby boosting the facility’s income. This will enable the 
facility to grow [in] infrastructure, as money will be invested in necessary things. 
It is also an opportunity to increase staff strength, hence creating employment.” 
(Private Facility Manager) 
 
“Wider coverage of patients, more revenue for the hospital, improved services, 
infrastructure upgrade.” (Public Facility Manager) 
 
Increased capacity to plan and manage facility: 
“…Running costs from the local government is not regular but the facility will 
benefit in terms of having the running costs allocated from the insurance.” 
(Public Facility Manager) 
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“It would help to pay for staff, run the hospital very well and upgrade our 
facility.” (Private Facility Manager) 
 
Improve quality of care and facility’s confidence: 
“Patient will access quality healthcare services [which would] boost confidence 
of healthcare providers as patients will be happy with services received.” (Private 
Facility Manager) 
 
“It would save lives and improve confidence as a facility. When you give prompt 
treatment, it saves lives, so we are excited about the potential benefits of having 
an insurance scheme.” (Public Facility Manager) 
 
Increase facility’s recognition by patients and government: 
“It would increase brand recognition for us. It will also put us in good standing 
with the government.” (Private Facility Manager) 
 
“Increased client flow, increased revenue, increased cash flow for the health 
facility, Health facility becomes more popular and ability to showcase our 
equipment.” (Public Facility Manager) 
 
Competition and improvement in quality of care: 
“…This will enable government hospital to render better services hence more 
competition.” (Private Facility Manager) 
 
“It will allow us to improve quality of care because of more competition between 
private and public facilities.” (Public Facility Manager) 
 
At the population level, some facility managers felt that the LSHS would benefit 
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the communities by making care more affordable to patients, increasing access to care 
and consequently improving the lives of community members who would have not been 
able to access care in the first place. 
Improve access to free care: 
“It will also improve access to care for people within the community. Because 
they don't have money to come to the health facility, they go to the traditional 
medicine providers.” (Private Facility Manager) 
 
“If it succeeds and has the basic thing for it to take off, it is for equity and would 
let everybody be equal in accessing care. It will decrease mortality and even 
morbidity to a great extent.” (Public Facility Manager) 
 
Improve community’s health: 
“Will improve quality of care being accessed by [the] informal sector… It will 
also deepen the reach of health care services in the state… [and] improve lives of 
citizens.” (Private Facility Manager) 
 
“It will improve the health of the community because more people will be 
accessing care.” (Public Facility Manager) 
 
Three managers felt that the LSHS would not bring any opportunity to their 
facilities. 
“I don't foresee any opportunity it can bring to the facility. Most patients from 
informal sector, from personal opinion cannot benefit from LSHS using NHIS as a 
prototype." (Private Facility Manager) 
 
“For now, I don't [see any benefit] because we are already choked as a health 
facility. We are thinking of how we can expand…” (Private Facility Manager) 
 
“I don’t see any benefits” (Public Facility Manager) 
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3.43 Perceived challenges of LSHS 
Facility managers were asked about the challenges anticipated from the scheme. 
The emerging themes about the potential challenges were generally similar to the 
challenges with NHIS and can be divided into 3 levels: facility, patient or program policy 
issues. At the facility level, the facility managers were mostly concerned about monetary 
rewards and capacity issues. As a result, they largely highlighted issues related to low 
reimbursement fees, delay in claims processing and payment, low volume of patients and 
the likelihood for the scheme not to be profitable as potential challenges with the LSHS. 
In terms of capacity, they described issues related to inadequate workforce, lack of 
infrastructure, and power supply. At the policy level, the facility manager highlighted 
potential challenges like the lack of regulation and transparency in the handling of funds, 
need for political support at the local government level and inefficient distribution and 
allocation of enrollees. Lastly, at the patient level, the recurring themes were related to 
the poor understanding of the scheme and its benefits, unwillingness to participate in the 
scheme, and the unreasonable cost of premium for the patients. See Table 38. 
Table 38: Emerging themes on the perceived challenges with LSHS  
Level Emerging themes 
Facility 
Low reimbursement fees and potential for scheme not to be profitable 
Inadequate workforce including training 
Delay in claims processing and payment 
Lack of infrastructure, drugs and commodities 
Lack of power supply 
Low volume of patients 
Lack of autonomy and decision making 
Policy 
Lack of regulation and transparency in the handling of funds 
Inadequate funding of the scheme 
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Unfavorable government politics with the scheme 
Political support at the local government level 
Inefficient distribution and allocation of enrollees 
HMOs role in the administration of the scheme 
Poor relationship among the cadres of health workers 
Patient 
Poor understanding of insurance plans and expectations 
Unwillingness to participate in the scheme 
Unreasonable cost of premium for patients 
 
When the manager’s responses were analyzed by facility ownership, private 
facilities were mostly concerned with monetary related challenges, while public facilities 
mostly highlighted capacity related challenges. This is seen in Tables 39 and 40, where 
the top 2 challenges private facilities envisage from the scheme are low reimbursement 
fees and delay in claims processing and payment. Whereas, the top 2 challenges for 
public facilities are inadequate workforce and the lack of infrastructure, drugs and 
commodities. All of the challenges are discussed below. 
 
Table 39: LSHS challenges perceived by private facility managers  
Level Emerging themes 
Private* 
(n = 39) 
1 Low reimbursement fees and potential for scheme not to be profitable 17 
2 Delay in claims processing and payment 12 
3 Lack of regulation and transparency in the handling of funds 5 
4 Poor understanding of insurance plans and expectations 5 
5 Inadequate funding of the scheme 5 
6 Low volume of patients 5 
7 Inefficient distribution and allocation of enrollees 4 
8 Unwillingness to participate in the scheme 3 
9 Unfavorable government politics with the scheme 3 
10 HMOs role in the administration of the scheme 3 
*Private includes the two faith-based facilities 
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Table 40: LSHS challenges perceived by public facility managers  
 
Emerging themes Public (n = 21) 
1 Inadequate workforce including training 12 
2 Lack of infrastructure, drugs and commodities 8 
3 Lack of power supply 5 
4 Lack of autonomy and decision making 5 
5 Lack of regulation and transparency in the handling of funds 4 
6 Political support at the local government level 4 
7 Low reimbursement fees 3 
8 Poor understanding of insurance plans and expectations 2 
9 Unwillingness to participate in the scheme 2 
10 Unfavorable government politics with the scheme 2 
 
As stated earlier, the private facilities are mostly concerned about monetary 
rewards, and as a result largely highlighted issues related to low reimbursement fees, 
delay in payment, low volume of patients and the likelihood for the scheme not to be 
profitable as potential challenges with the LSHS. 
“The challenge of the scheme will be the tariffs and how this reflects the context 
in which the healthcare provider is working.” (Private Facility Manager) 
 
“…Insurance is about numbers, we hope that they will be able to give high 
volume, so that it can help us to pool the risk. That way we'll break even.” 
(Private Facility Manager) 
 
While the public facilities also pointed out the low reimbursement fees as a 
potential challenge, the most frequently recurring concern from the public facility 
managers were related to the capacity readiness of the facilities to accommodate the 
influx of patients and deliver good quality care. As a result, public facilities were more 
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worried about the lack of infrastructure, inadequate workforce, lack of power supply and 
the lack of autonomy in decision making at the facility level. 
“Most of the things here, we do for ourselves; chairs, fans and TV - my 
colleagues and I buy most of the things here. Ambulance has not been working for 
6 months. ANC money is what we use to run this facility and it is not enough.” 
(Public Facility Manager) 
 
“Shortage of staff is a very big problem. Both medical and non-medical. No 
matter the capitation they pay, if we don't have enough manpower to take care of 
the influx, then it'll be a problem.” (Public Facility Manager) 
 
In addition to the lack of capacity, facility managers highlighted the lack of 
autonomy as a likely impediment to improving capacity at the facility level. This was 
common among all levels of public facilities. 
“No autonomy in recruitment, so you are stuck with whatever they [the 
government] gives you.” (Public Facility Manager) 
 
“Control and regulation – we may not be able to spend as we want as a manager. 
As a manager, you can see what you need and allocate money appropriately to 
it.” (Public Facility Manager) 
 
At the primary care level, majority of the public facility managers felt that the 
primary health facilities are not ready for the scheme. 
“We are not ready for it and there are lots of things we should put in place first. 
For example, increasing the quality of service through trained personnel, making 
sure things are available to render good quality services, so you don't overburden 
the system. It will belabor us because now I just have to make it work... I don't see 
it working.” (Public Facility Manager) 
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Because of the lack of readiness, some of the public facility managers at the 
primary level feel that the private facilities would be the ones to benefit most from the 
LSHS. 
“The private people are the ones that would really benefit because they have the 
administrative control, capacity and quality, and at every time they have control 
over increasing their capacity. There is bureaucracy at our level.” (Public 
Facility Manager) 
 
The lack of power supply was also a recurring issue at the public facilities, mostly 
because some of them did not have a functional generator or operational funds to run the 
generator constantly like their private counterparts.  
“Power supply is lacking. The generators are not functioning.” (Public Facility 
Manager) 
 
“In this community, there is no light [power supply]. We have light now because 
we are using inverter but it doesn't take us as long. All the facilities that are not 
participating in insurance have solar and if we can get that, that would help.” 
(Public Facility Manager) 
 
Public facility managers also highlighted the quality of care at the primary care 
level and the increasing competition between the public and private facilities that the 
LSHS could bring. 
“[There will be] competition with private hospitals because now we will all be on 
the same level in terms of tariffs so the government must standardize the care 
provided in government hospitals.” (Public Facility Manager) 
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As a result, some public facility managers at the primary level think that the focus 
of the government should be on improving the quality of care and not on insurance 
because patients would increasingly patronize the facility if they perceive the quality of 
care to be high in the facility. 
“Here in my domain, I think the issue is not that people don't have money... Why 
not renovate the system and make it more attractive to other classes that have not 
been coming to the PHC? There are some set of people that they want to capture. 
The people coming to us don't have issues. The problem of PHC is not people not 
having money to spend; the people coming to us are still the same. The poor has 
always been coming and they'll run away if the health scheme starts. They should 
focus on the middle and lower class to come to us because we are accessible and 
not because it is affordable. This out-of-pocket thing is not an issue. We charge a 
minimum amount to the poor people that they can afford. The problem is not 
money at our level. I don't think out-of-pocket is the problem. Let the PHC 
standard be high enough to attract the lower and middle class, so that they can 
come to us.” (Public Facility Manager) 
 
At the patient level, the recurring themes common to all types and levels of 
facilities were patients’ expectations, understanding and willingness to participate in the 
scheme. In terms of expectations and understanding, facility managers highlighted the 
mindset of patients wanting free care all the time and their low level of education as a 
challenge that may affect the level of utilization in the scheme. 
“People come here with the mindset that this is a PHC and should get all their 
care for free. And when we tell them that it is an insurance scheme, they begin to 
question us...” (Public Facility Manager) 
 
“How the laymen/uneducated will be carried along will be a challenge.” (Private 
Facility Manager) 
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The facility managers also highlighted the potential resistance from the large 
informal sector as a likely barrier to the uptake of the scheme. 
“[There would be] reluctance from informal sector to engage in the scheme.” 
(Private Facility Manager) 
 
“…getting the community members to embrace the scheme [would be a 
challenge], a lot of the community members are migrants so there is a high 
turnover rate.” (Public Facility Manager) 
 
At the policy level, the private facility managers were concerned about the role of 
HMOs in the administration of the scheme, inefficient distribution of enrollees, 
politicizing of the scheme and the rivalry among healthcare workers. Based on the bad 
reputation of some of the HMOs in the administration of the NHIS, facility managers 
highlighted this as a challenge that may reoccur. 
“Shortchanging the healthcare providers as it happened with NHIS where doctors 
were asked to treat patients with peanuts with the bulk of the money going to 
HMOs.” (Private Facility Manager) 
 
“HMO not delivering on terms of contract on behalf of the government… HMOs 
putting in selfish interest.” (Private Facility Manager) 
 
Inefficient distribution of enrollees was also an issue that some of the private 
facility managers stated.  
“Uneven distribution of enrollees across the State and facilities [could be a 
challenge].” (Private Facility Manager) 
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Some private facility managers also worried that the scheme may become 
politicized and those in need of care may not be able to get it at the time of need. 
“Politicizing the scheme for their [politicians] benefits. Aligning with party 
members and loyalist, hence ignoring people that need the scheme more.” 
(Private Facility Manager) 
 
In the same vein, some private facility managers were concerned about the 
government’s ability to regulate the scheme and its ability to manage the rivalry among 
the different cadre of health workers in the system.  
“Government not adhering to content of contract signed after commencement 
[could be a challenge].” (Private Facility Manager) 
 
“Dichotomy and rift between the doctors and the other healthcare providers 
which killed NHIS because doctors want to do everything.15” (Private Facility 
Manager) 
 
“[There is] fear that doctors might take over the scheme and the nursing homes 
may not get any patients.” (Private Facility Manager) 
 
Policy concerns among public facility managers were mostly focused on the 
funding flow and political support for the insurance scheme at the LGA level. This was 
very common among facility managers at the primary care level. Primary health facility 
managers highlighted the current flow of funds from the local government council to the 
                                                          
15 Some of the facility managers believed that one of the reasons that the NHIS was unsuccessful was 
because the medical doctors wanted to be in charge of the scheme at the expense of other health 
professionals in the health sector. The medical doctors generally feel that they are superior to other 
health professionals and therefore, should oversee or lead the implementation of health policy 
initiatives in the country. Several studies have documented the rivalry between medical doctors and 
other health professionals and its impact on the delivery and quality of care in Nigeria (73–75). 
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facility as a potential challenge in the expansion and provision of services when the 
LSHS kicks off eventually. 
“…If the current allocation system continues the way it is, it'll be a challenge. But 
the commissioner promised that the money will go directly to the facility. The 
local government may not be happy with it, so we are not sure how this will 
operate.” (Public Facility Manager) 
 
“If the capitation payment does not come directly to the facility and goes to the 
LCDA/LGA, we will become their slaves and not be able to get anything done.” 
(Public Facility Manager) 
 
In the same vein, the facility managers highlighted as a potential unintended 
consequence of the scheme, a reduction in financial support from the LGA especially for 
services such as community outreaches that would not be covered by the insurance 
scheme. The facility managers maintained that the state government intends to make a 
yearly deduction from the LGA’s budget that in the end may disincentivize local 
government officials from providing continued support to the PHCs in the LGAs. 
“We might be completely left out by the local government. They can say health 
insurance is covering you and then stop their support. Because the government 
will deduct money from source, it may not allow us have the support that we 
require. Between 5-10 million naira will be deducted from each LGA. If that's 
taken from each department, that will truncate some of our services. We have 
other services like community outreaches that requires money but not captured 
under the health insurance scheme.” (Public Facility Manager) 
 
“Lagos state government plans to take money from source, meaning that they will 
be taking money directly from the LGA. It is going to affect services. There are 
services that are already free and there are other services like community 
outreaches that will not be under the health insurance, and the LGAs will no 
longer support these services since the state government is already deducting 
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money from them. There will be malalignment between the health department and 
other departments in the LGA. As a result, lack of political will worsen and if the 
capitation should go directly to them, we will be worse off and there will be a 
stand still.” (Public Facility Manager) 
 
To that end, the primary public facilities worry that if there is no advocacy done 
to the officials at the LGA level to educate them about the insurance scheme, it would be 
a challenge.  
“...If there is no one advocating or with an understanding of what the state 
government is trying to do with the health insurance scheme at the LGA level, it's 
going to be a challenge. I foresee it grounding a lot of our other health services 
that are not part of health insurance scheme, education and nutrition outreaches, 
and the health insurance is not going to fund it.” (Public Facility Manager) 
 
While the policy concerns of the private facilities seemed different from those of 
the public facilities, they were however, united on a macro-level policy issue, which is 
the financial sustainability of the scheme. Some of the facility managers highlighted the 
inability of the government to fund the scheme alone and over the long term as a 
challenge. 
“[There could be] funding challenges with the LSHS because the government 
alone cannot fund it.” (Private Facility Manager) 
 
“Underfunding of the scheme [could be a challenge].” (Public Facility Manager) 
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3.44 Type of support health facilities require from the Lagos State 
Government 
 
After describing the potential benefits and challenges envisaged from the scheme, 
facility managers were asked what type of support they needed from the Lagos state 
government to ensure their active participation and success of the LSHS. 
Facility managers described the types of support that they would need from the 
Lagos state government. These supports can be grouped into 5 pillars of health financing, 
workforce, service delivery, essential medicines and commodities, and governance. See 
Table 41. 
Table 41: Type of support needed from the Lagos State Government  
Pillars Emerging themes 
Health financing 
Providing funding or loan support 
Providing appropriate and timely reimbursement fees 
Making insurance premium affordable 
Health workforce Recruiting and training of medical and non-medical workers 
Service delivery 
Improving infrastructure 
Strengthening power supply 
Standardization of health facilities 
Strengthening the referral system 
Essential medicines and 
commodities 
Provision of drugs and commodities 
Health systems governance 
Effective management of the scheme 
Regulating and monitoring healthcare providers 
Transparency in the handling and disbursing of funds 
Efficient allocation and distribution of enrollees 
Improving awareness of the LSHS among population 
members 
 
From the health financing pillar, the recurring themes from the facility managers 
were the provision of funding or loan assistance to facilities, providing appropriate and 
timely reimbursement fees, and the affordability of premiums for all Lagos residents. 
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As shown in Tables 42 and 43 below, the request for the provision of funding or 
loan assistance was more common among private than public facility managers. Private 
facilities want government’s support in obtaining loans at a very low interest rate. 
“Lagos state should put up an organization for private hospitals to obtain loans 
at a very low interest rate.” (Private Facility Manager) 
 
Public facilities however, want more financial support for running the facility, 
staff development, and improving the ambience of the facilities. This was mostly 
common among the primary health facilities. 
“Financial support to provide a conducive environment. For example, if we 
cannot have a hall, we can have a canopy to accommodate patients when they 
come.” (Public Facility Manager) 
 
“More funding for PHCs in terms of fueling of generator, buying commodities, 
training of staff... imprest to run the health facility.” (Public Facility Manager) 
 
Per reimbursement fees, private facilities would want the government to provide 
appropriate reimbursement for the services that they provide to enrollees. 
“We believe that the government has to do more regarding capitation payment by 
making sure that it is enough to provide quality care.” (Private Facility Manager) 
 
“The government should give appropriate capitation at due time, this can be used 
to invest in the facility.” (Private Facility Manager) 
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In addition to providing appropriate reimbursement fees, private facilities also 
want the government to provide them with adequate volume of enrollees, and ensure 
prompt payment of the fees.  
“Provide adequate volume of enrollees in the facility which will determine facility 
cash flow. Also prompt payment of claims to expand the facility.” (Private 
Facility Manager) 
 
Some others would want the government to put the location of the providers into 
consideration when determining the tariff rates. 
“Take into cognizance the location of the health facility before determining 
tariffs.” (Private Facility Manager) 
 
Lastly, under health financing, facility managers want the insurance premium to 
be affordable, most especially the poor.  
“There is no money in the country and the amount been asked by citizens to pay is 
very unrealistic, too much. Hence, government should subsidize the payment for 
citizens.” (Private Facility Manager) 
 
“...government should ensure that premiums are affordable.” (Public Facility 
Manager) 
 
Table 42: Type of support needed among private facility managers 
 Emerging themes Private* (n = 39) 
1 Providing funding or loan support 16 
2 Providing appropriate and timely reimbursement fees 13 
3 Efficient allocation and distribution of enrollees 9 
4 Transparency in the handling and disbursing of funds 7 
5 Improving infrastructure 4 
6 Regulating and monitoring healthcare providers 4 
7 Strengthening power supply 4 
8 Effective management of the scheme 4 
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9 Recruiting and training of medical and non-medical workers 3 
10 Improving awareness of the LSHS among population members 3 
11 Making insurance premium affordable 2 
12 Strengthening the referral system 2 
13 Provision of drugs and commodities 1 
*Private includes the two faith-based facilities 
Table 43: Type of support needed among public facility managers 
 Emerging themes Public (n = 21) 
1 Recruiting and training of medical and non-medical workers 14 
2 Providing funding or loan support 8 
3 Improving infrastructure 8 
4 Improving awareness of the LSHS among population members 6 
5 Standardization of health facilities 5 
6 Provision of drugs and commodities 3 
7 Transparency in the handling and disbursing of funds 2 
8 Regulating and monitoring healthcare providers 2 
9 Strengthening power supply 1 
10 Making insurance premium affordable 1 
11 Strengthening the referral system 1 
 
Under the health workforce pillar, the recurring themes were on the recruiting and 
training of workforce. As shown in Table 41, majority of facility managers who 
mentioned the need for workforce support were public facility managers, particularly 
those at the primary health care level. 
“The number of clinical staff is not enough for the volume of patients we are 
seeing here especially when they start going on leave. As a PHC, we also need to 
do a lot of outreaches, and we don't have enough staff to do that. They should 
employ and we are begging them. We know that health is money but we need it to 
develop this country.” (Public Facility Manager) 
 
In addition, some of the public facility managers do not just want any staff to be 
recruited but those specific to the needs of the facility. 
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“Staffing… recruitment of officers specific to the need [of the health facility].” 
(Public Facility Manager) 
 
In addition, the facilities want support in the training of staff members. 
“They are no longer employing and we need more staff. More funds for staff 
development: seminars and training.” (Public Facility Manager) 
 
“Take staff out on training, seminars and workshops, and conduct regular 
supervision to improve their work.” (Public Facility Manager) 
 
Some private facility managers also want the government to support the capacity 
building of staff members. 
“Support capacity building training for staff.” (Private Facility Manager) 
 
Following the improvement of financing and workforce is the strengthening of 
service delivery. Facility managers want the government to improve the infrastructure of 
the health facility including power supply, standardize the health facilities and strengthen 
the referral system. Most of these service delivery themes were also more common 
among public facility managers than private. To improve infrastructure, the public 
facilities would want to the government to invest more into facility upgrade. 
“After HR they should upgrade the infrastructure.” (Public Facility Manager) 
 
“Invest in infrastructure [in the facility] to be able to meet the demand.” (Public 
Facility Manager) 
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For power supply, both private and public facility managers want the 
government’s support. Having a regular power supply would provide an enabling 
environment for health care services to be delivered effectively and efficiently. 
“See what NEPA is doing, we need a standby generator. We have a generator but 
it is not working. It has not been working since I started working here.” (Public 
Facility Manager)  
 
“They should… provide enabling environment for business such as constant 
power supply.” (Private Facility Manager) 
 
Many of the public facility managers at the primary care level also want the 
government to standardize the health facilities, so they can be part of the insurance 
scheme and compete with the private facilities in the provision of quality services to the 
enrollees. 
“I'll also advise that the state and local governments should both agree on what 
needs to be done to make all PHCs enlisted. Because it would not be okay for a 
facility to not be at the required standard and leave it like that. The public 
facilities should be considered and made to the appropriate standard so that 
people can be patronizing us. They shouldn't be running after the private and just 
leave the public alone especially those ones in the rural areas. They should not be 
overlooked. They are very important. I have been on it while at the budget retreat. 
If the private facilities are the ones enjoying the fund, of what benefit is it to us? 
We have written all our needs: HR, infrastructure, requested for ambulance and 
more hands to the local government but also wrote to the PHCB [Primary 
Healthcare Board] as well for medical officers. We are working on making our 
health facility better.” (Public Facility Manager) 
 
The public primary facility managers also want the government to support in the 
strengthening of the referral system.  
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“After HR they should upgrade the infrastructure and strengthen the referral 
systems. Often when we send to the general hospitals, they won't take patients 
from you. We can go to 3 general hospitals before one will take the patient from 
you, and often we are unable to track the patient on what is being done. There 
should be capacity building targeted towards management of emergencies and 
strengthening the referral system. At times, you know what to do but you're 
incapable. There are some things we were asked to fill in the HEFAMAA tools 
that we haven't smelt in the PHC. We can't kick start the program without having 
the required tools to get things done. The state should not be driven by the 
number of people that would take up health insurance but should focus on quality 
instead of numbers.” (Public Facility Manager) 
 
Under the pillar of essential medicines and commodities, managers of some of the 
public primary health facilities wants more focus on primary care and support with drugs 
and commodities for the facility. Some private facility managers also want government’s 
support in the provision of drugs and commodities.  
“We need funding for drugs and commodities for the facility.” (Public Facility 
Manager)  
 
“More focus on primary health care, providing resources: manpower, logistics 
and commodities.” (Public Facility Manager) 
 
“Provision of essential drugs and commodities.” (Private Facility Manager) 
 
Lastly is the pillar on governance, recurring themes here include the effective 
management of the health scheme, regulating and monitoring healthcare providers, 
transparency in the way funds are handled and disbursed, efficient allocation and 
distribution of enrollees, and creating of sound awareness about the scheme among 
population members. 
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To manage the scheme effectively, facility managers suggest that the LSHS 
should avoid some of the challenges NHIS and the HMOs encountered including 
recruiting the right personnel to run the scheme. 
“[LSHS should] do their homework well so they don't make the same mistakes 
that the HMOs and NHIS have made.” (Private Facility Manager) 
 
“They [LSHS] should start out on a good plan, something that is progressive, that 
can be looked into yearly. They should be able to see the future in it and 
accommodate the informal sector, so everyone has a place and access to care 
ultimately. [They should] make sure it is sellable, has a good system, personnel 
and right staffing. Let people who can do the job do it.” (Private Facility 
Manager) 
 
Regarding the regulation and monitoring of providers, some private facility 
managers highlighted the need for government to ensure seriousness among all facilities. 
“Monitoring of all facilities both public and private. Some facilities are in a 
dilapidated state, this will ensure seriousness among health facilities. 
Government to make unscheduled visits to facilities.” (Private Facility Manager) 
 
Also, some private facility managers want government to ensure that all cadres of 
health workers in the health system have a good working relationship. 
“Government must maintain balance between the two groups of health 
workers16.” (Private Facility Manager) 
 
                                                          
16 The medical doctors belong to one group while the rest of the health professionals (nurses, 
pharmacists, etc.) belong to the second group. As stated earlier, several studies have documented the 
rivalry between medical doctors and other health professionals and its impact on the delivery and 
quality of care in Nigeria (73–75) 
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Furthermore, some managers want the government to focus on primary care, as it 
is the entry point for most patients. 
“Also, government to pay attention to primary health providers as they are the 
first point of call for patients.” (Private Facility Manager) 
 
This could be why a public facility manager suggested the need for increased 
community collaboration and a different set of criteria for enrolling PHCs. 
“Increased involvement of community collaboration about the scheme and the 
need to provide another set of criteria for the enrolment of PHC's” (Public 
Facility Manager) 
 
Ensuring transparency in the handling and disbursing of funds was a recurring 
theme among facility managers. Some want credible people to manage the scheme, while 
others want another body to regulate the financial activities of the scheme. 
“Honesty and integrity should be their watchword. They should make sure they 
get it right now, so as not to create problem in the future. Credible people should 
manage it, not those who will divert money to the bank.” (Private Facility 
Manager) 
 
“I think that there should also be a kind of check, another body to ensure that 
money being disbursed goes to the hospital. There should be enough checks and 
balances. For example, there were so many issues with NHIS. Especially because 
it is a government thing, they should ensure that the money goes to the hospital 
and patients get the medical treatment that they need.” (Private Facility 
Manager) 
 
Even at the LGA level, facility managers want more state government oversight 
in the disbursement and use of funds. 
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“[State government] to provide us with funds but it also needs to be spelt out 
directly for what it needs to be used for, unless it would be hijacked. There should 
be clear directives, monitoring and oversight on how the funds should be spent.” 
(Public Facility Manager) 
 
Private facility managers also want government to be more transparent and 
efficient in the allocation of enrollees to facilities.  
“There should be even distribution of enrollees.” (Private Facility Manager)  
 
“[Government should] facilitate process of allocation of enrollees in such a way 
that all parties (HMO, government and health providers) are satisfied. 
Government to create an avenue using 'certificate of need', [which has] been used 
abroad for their national health Insurance. This will help in even distribution of 
patients to various facilities.” (Private Facility Manager) 
 
Lastly, another recurring theme was for government to work with the 
communities and their leaders to improve awareness of the health scheme, and also 
educate members on the benefits of the scheme. 
“[Conduct] advocacy to the community leaders about the health insurance 
scheme.” (Public Facility Manager) 
 
“Advocacy is key for the government to get into the heart of the people and get 
them to understand why it should be done.” (Private Facility Manager) 
 
“Government to raise awareness, create orientation about the scheme to patients, 
also letting patients know about the benefits.” (Private Facility Manager) 
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CHAPTER 4: DISCUSSION 
The overall aim of the primary data analysis was to understand the characteristics 
of providers that participate in insurance programs, the factors that influence their 
participation and the expectations of facility managers from the Lagos State Health 
Scheme. The results from the quantitative and qualitative analysis raise several issues that 
are discussed below. 
4.1 Characteristics of provider facilities that do or do not participate in insurance 
 
The first objective of this study was to describe the characteristics of provider 
facilities that do and do not participate in insurance programs. We observed from the 
analysis that the number of years of operation, size, type and ownership of facilities 
matter in insurance participation.  
Facilities participating in insurance were more likely to be large facilities 
operating for a long period, with mid to very high service delivery volume and 
workforce. In addition, medical centers, specialist and teaching hospitals were more 
likely to participate in insurance compared to health clinics and nursing/maternity homes. 
This could be because medical centers, specialist and teaching hospitals typically have 
higher service volume and workforce to accommodate any increase in the volume of 
patients associated with insurance participation than the health clinics and 
nursing/maternity homes, which are generally smaller in size and capacity. This could 
also be because the large facilities have the administrative capacity and the sophistication 
to understand the advantages of capitation paid for primary care. 
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The size and capacity of a facility could also be a key factor that HMOs consider 
before reaching out to the facility to join their insurance plans. Bigger facilities are more 
likely than smaller facilities to have the capacity to train the workforce needed for 
insurance work, which could mean less contracting burden for the HMOs. In general, 
HMOs were more likely to deal with the medical centers, specialist and teaching 
hospitals than health clinics and nursing/maternity homes.  
In terms of ownership, private facilities were more likely to participate in 
insurance than public facilities. This could be because private facilities enjoy higher 
levels of autonomy in decision making about operations than public facilities. However, 
for the few public facilities participating, nearly all were large facilities with mid to very 
high volume of service delivery. The smaller public facilities were less likely to 
participate in insurance. 
Looking at insurance participation from the facility level, we observed that 
facilities at the secondary and tertiary levels were more likely to participate in an 
insurance program than primary level facilities. This was not surprising since most of the 
large facilities operated at the secondary and tertiary levels of care. However, the lack of 
participation at the primary level raises a wider concern for the role of primary care in 
achieving universal health coverage. If the primary facilities are not fully equipped to 
provide the first line of services that community members need, it means the population 
either would be unable to receive timely preventive care or would visit the secondary 
level facilities to receive primary care, overcrowding and overburdening these facilities, 
while the primary facilities remain underutilized. 
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4.2 Drivers and Barriers of Insurance Participation  
Regarding the drivers and barriers to insurance participation, we hypothesized 
that high reimbursement fee, low amount of paper work, short processing time for 
reimbursements and lower probability of claim reduction and denial increase provider 
participation. We observed that these were all motivating factors for facilities to join an 
insurance program. Conversely, at the patient level, patients poor understanding of their 
insurance plans and unrealistic expectations when they show up for care, as perceived by 
the providers were barriers to insurance participation. Our findings support many other 
studies that have examined the determinants of provider participation in insurance 
programs (56,58,76–81).  
From the results of this study also, it is clear that increase in patient volume, 
which could lead to increase in revenue, and additional cash to manage the operations of 
the facility and invest in facility upgrade is a key driver of insurance participation. 
Maximizing profit is also a key driver for private facilities and not for the public 
facilities, though we observed that large facilities were more likely than smaller facilities 
to perceive insurance as more profitable. Private insurance was also perceived to be more 
profitable than government insurance even though government insurance paid faster and 
more regularly. This could be because the providers in the private market are price setters 
and are able to determine the amount charged to patients paying out of pocket or 
negotiate with HMOs based on their assessment of the cost and benefits, the amount 
charged to insured patients. On the other hand, in the public insurance market, providers 
are price takers, they do not have control over the amount charged to patients and the 
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reimbursement received is well below the fees they charge. These findings therefore align 
with the two-sided economic theory by Sloan and colleagues that suggests that providers 
like every other firm in a dual market would gravitate towards the market that offers 
more benefits before considering the other (55). 
To that end, perceiving government insurance to be less profitable may have its 
unintended consequence on provider contracting and improving access to care. In the 
case of the LSHS, this could mean that providers may choose not to participate in the 
scheme, or when they do participate, ignore government insurance enrollees, while 
spending more time providing better quality care to patients paying out of pocket or via 
private insurance. This may eventually lead to patients perceiving the quality of care 
received through the LSHS to be poor and discouraging future registration with the 
scheme. Ghana’s national health insurance program currently faces a similar challenge. 
In a study assessing the achievements and challenges of the national health insurance 
scheme in Ghana, many patients obtaining care through the national insurance program 
perceive their care to be poorer than patients who pay for care via private means (82). 
These patients reported their prescribed drugs to be of lower quality, and that patients 
who paid out of pocket were prioritized over them to receive care. They also reported 
experiencing negative attitudes from health workers, who generally perceived patients 
accessing care through the government’s insurance program as poor. As a result, some 
beneficiaries of the national scheme in Ghana have failed to renew their memberships 
(82). To ensure that this does not happen with the LSHS, the government must be ready 
to guarantee providers adequate and prompt payment of their reimbursements. 
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4.3 Expectations from the Lagos State Health Scheme 
For the Lagos State Health Scheme, the facility managers anticipate an increased 
volume of patients, revenue and opportunity to invest in facility upgrade as some of the 
benefits that the facilities would get from the scheme. However, they also anticipate, 
especially the private facilities, that low reimbursement fees without a guarantee of high 
patient volumes would be a major challenge to participate in the scheme. 
For the public facilities, there is also a big capacity issue: inadequate 
infrastructure, shortage of skilled health workers, dearth of drugs and supplies, and poor 
access to finance for infrastructure upgrade that could pose a challenge to the successful 
implementation and scale-up of the scheme across the state. Many public facility 
managers also lack the management and financial autonomy to address these capacity 
gaps in their facilities. These findings about the weak capacity at the public facilities and 
their managers’ lack of financial autonomy is consistent with a recent study assessing the 
quality of care received by diabetic patients in public facilities under Nigeria’s NHIS 
program (45). The study found that inadequate supply of health workers, lack of 
equipment, shortage of drugs and the inability to manage funds to keep drugs in stock 
when used, were barriers to delivering quality care to patients in the public facilities. As a 
result, many of the patients receiving care under the scheme perceived the quality of their 
care to be poor (45). To prevent this from happening in the LSHS, the Lagos state 
government must be willing to invest in timely infrastructure upgrade, recruitment of 
health workers and adequate supply of drugs and commodities for the public facilities. It 
would also need to ensure that public facility managers have increased management and 
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financial autonomy to run the operations and improve the quality of care delivered in the 
facilities. 
In the public facilities also, facility managers for the primary health centers are 
concerned about the lack of transparency in the flow of funds and the possibility of a 
weak buy-in of the LSHS by some officials at the local government level. The facility 
managers at this level are mostly worried that they may not receive the revenue earned 
from capitation if the payments go directly to the LGAs/LCDAs instead of the primary 
health centers. These facility managers are also worried about the potential withdrawal of 
funding support from the LGAs/LCDAs for programs such as community outreaches and 
public health education programs that would not be covered under the state insurance 
program. The Lagos state government will need to pay particular attention to these issues 
since the success of the LSHS and the attainment of universal health coverage will be 
impossible to achieve if the population members do not have access to quality care at the 
primary health level. 
4.4 Study Limitations 
 This study has some potential limitations. First, only six LGAs were purposively 
selected for the study. This may limit the generalizability and transferability of the 
findings from the study. However, to improve the validity of the findings, the six LGAs 
were selected to reflect many of the differences in population size, income level, 
urbanization and insurance participation across the state. Secondly, some providers, 
particularly the large public teaching and general hospitals were purposively selected and 
may have overestimated some of the findings for the public facilities. However, given 
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their large capacities and insurance participation insights, it was imperative to include 
them in the sample frame. Thirdly, caution should be taken in the extrapolation of the 
financial analysis from this study, as some of the facilities were not transparent in sharing 
their financial information with the researchers. Lastly, the sample size for this study was 
relatively small, and as a result, it was impossible to run a multivariable regression 
analysis to examine the statistical significance of the quantitative findings.  
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CHAPTER 5: SECONDARY DATA ANALYSIS 
This chapter is written as a self-contained piece to meet the publishable 
requirement of the DrPH program. As a result, some information from the methods 
section of the primary data analysis are reiterated in the methods section of this chapter. 
Mapping and Visualizing the Distribution of Health Facilities and Households 
Participating in Government Insurance in Lagos State 
Abstract 
The Lagos State Government intends to commence the rollout of its statewide 
mandatory health insurance scheme in 2018. Healthcare providers have a critical role to 
play in this ambitious rollout. However, little is known about these exact location and 
geographic distribution of the providers that have been accredited by the federal 
government-led national health insurance program, NHIS in Lagos. In addition, there is 
minimal understanding on the characteristics of a provider’s location such as average 
income of the surrounding population and their influence of resident income and 
insurance status on the provider’s participation in a government insurance program.  
This study employed quantitative and visual mapping methods with Geographic 
Information Systems (GIS) to analyze secondary data drawn from a comprehensive list of 
healthcare providers in Lagos, a directory of NHIS facilities and household survey 
reports. The aim was to describe the population and income demographics of the LGAs 
in Lagos, identify the location of current NHIS accredited facilities, describe where the 
currently NHIS enrollees are located, and explore if there is any association between 
provider insurance participation and household insurance participation. 
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In the end, this study found that across Lagos state, NHIS enrollees were more 
likely to be located in the urban than rural LGAs. However, many of the urban LGAs 
have larger population sizes and as a result, were also characterized with higher number 
of non-NHIS enrollees and fewer NHIS accredited facilities relative to the rural LGAs. 
Based on these findings, the Lagos state government should prioritize both households 
and providers in the densely populated urban LGAs in the implementation of the LSHS. 
In addition, the government should align the timeline of household registration efforts 
with facility accreditation in each LGA so that there are enough provider facilities for 
registered enrollees to access care. 
Introduction 
The Lagos State Government intends to commence the rollout of its statewide 
mandatory health insurance scheme in 2018 (40). Healthcare providers have a critical 
role to play in this ambitious rollout as their degree of cooperation will determine the 
level of care that population members will be able to access through the state’s insurance 
program (56). As a result, their availability and participation in the state’s health scheme 
is pertinent to the success of the government’s health policy to achieve universal health 
coverage. 
Success in the rollout of the health scheme also requires that the state government 
leverages and builds on the hundreds of healthcare providers in Lagos already accredited 
by the federal government-led national health insurance program, NHIS (65,66). 
However, currently little is known about the exact location and geographic distribution of 
these facilities. In addition, there is minimal understanding on the characteristics of a 
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provider’s location such as average income of the surrounding population and the 
influence this has on the provider’s participation in a government insurance program. For 
instance, can the household income level and/or household registration with NHIS 
influence the provider’s decision to participate in government insurance? Answering 
these questions could guide the Lagos State government in developing a strategy to target 
its efforts to expand provider participation in health insurance in a phased manner and 
improve access to care for millions of Lagosians. 
The increasing availability and access to public health-related information 
provides an opportunity to generate evidence to guide Lagos State in answering these 
questions and making a more informed and targeted decision at the implementation and 
scale-up of the health scheme. Analytical framework such as Geographic Information 
Systems (GIS) can be used to analyze such data, identify disparities in facility access, and 
communicate findings to policy and decision makers in a smart way (83). To that end, 
using ArcGIS, a GIS software, and data drawn from a comprehensive list of healthcare 
providers in Lagos, a directory of NHIS facilities and household survey reports, the main 
objectives of this study are to: 
1. Describe the population and income demographics of the LGAs in Lagos 
2. Identify the location of currently NHIS accredited facilities 
3. Describe where the current NHIS enrollees are located, and 
4. Explore associations between provider insurance participation and household 
insurance participation in each LGA. 
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Methods 
This study analyzed secondary data from an inventory of health facilities and 
electronically available published data for Lagos using GIS. Data was collected via three 
methods: extracting data from the Lagos facility inventory list, abstracting information 
published on the NHIS website and exporting data from the Lagos State household 
survey report. Four types of data were collected for each of the 20 LGAs: health facility 
Global Positioning System (GPS) coordinates, provider government-insurance 
participation information, household government-insurance participation information, 
and LGA demographics containing information on estimated population, urbanization 
and income distribution of each LGA. 
LGA Attribute Dataset Compilation 
The rest of this section describes the different data sources and how they were set 
up for the GIS analysis.  
Lagos Facility Inventory List: This inventory was received from PharmAccess 
Foundation in October 2017. It was last updated on March 23, 2017 and contained a list 
of 3376 healthcare providers registered by the Lagos State Health Facility Accreditation 
and Monitoring Agency (HEFAMAA). The inventory comprised public and private 
health facilities including laboratories, diagnostic centers, dental clinics, physiotherapy 
centers, special clinics for eyes and skin, and company-supported facilities, and had 
information on their names, addresses, LGAs, services offered and GPS coordinates. 
From this list, facilities that were categorized as Company, Army, Navy, Air force or 
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Police-owned were removed as they were likely to skew the collected data and 
presumably would not be available to all enrolled in the Lagos State Health Scheme. In 
addition, dental clinics, standalone laboratories, special clinics that only provided 
services for the eyes, bones, skin, ears, nose or throat were taken out of the list. 
Furthermore, facilities with no information on their location were removed. Following 
this, there were 2635 health facilities in the inventory. 
NHIS Health Facility Directory: A list of NHIS accredited healthcare providers 
was obtained from the agency’s website in September 2017. The list contained accredited 
active primary and secondary healthcare providers across the country as at July 19, 2017. 
Information on the list included the healthcare provider’s name, registration code, and 
location but with no GPS coordinates. Healthcare providers for Lagos State were 
extracted, cleaned and duplicates were removed. In the end, 1232 primary and secondary 
accredited healthcare providers in Lagos state were identified from the list. Just as it was 
done for the Lagos facility inventory list, healthcare providers that were categorized as 
standalone pharmacies, dental clinics, diagnostic centers, laboratories, physiotherapy 
centers, eye care clinics, dialysis centers and dermatology clinics were removed. In 
addition, facilities owned and managed by a company, Army, Navy, Air force or Police 
were removed, as they did not represent facilities than can be accessed by majority of the 
population members in Lagos. Following the removals, there were 845 NHIS accredited 
healthcare facilities for Lagos.  
Combined Facility Inventory: Both the Lagos and NHIS facility list were 
combined by exporting all of the facilities into an Excel spreadsheet. In the spreadsheet, 
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the names, description and addresses of each facility in the NHIS list was compared to 
the facilities in the Lagos list.  By doing this, 754 of the NHIS accredited facilities were 
found in the Lagos facility list. The remaining 91 facilities not found were added to the 
Lagos list. These facilities were added because it is possible that they may not have been 
fully registered by HEFAMAA at the time the Lagos facility inventory list was received. 
In addition, their exemption from the analysis could underestimate the amount of NHIS 
accredited facilities present in Lagos State. In the end, there were 2726 health facilities in 
the combined facility list used for this analysis. 
Lagos State Household Survey: The household survey is administered in all 20 
LGAs and 37 LCDAs by the Lagos Bureau of Statistics in the Ministry of Economic 
Planning and Budget. The survey contains information on LGA population size, 
household demographic characteristics, income distribution, health, education, housing, 
infrastructure and other information assessing the welfare of the people living in Lagos. 
The first Lagos household survey was conducted in 2005 and there have been seven 
editions since then. The most recent survey was conducted in 2016 although the report 
has not been made publicly available. However, some of the indicators from the 2016 
survey were made available by the bureau to the principal researcher. The latest publicly 
available report was published in 2014 (44). The indicators of interest from the household 
survey include NHIS enrollment reported as proportion of households in each LGA 
registered with NHIS, and level of income, reported as proportion of households in each 
LGA with monthly income of Less than N20000 ($56), N20000 – N39000 ($56 – $108), 
N40000 – N59000 ($111 – $164), N60000 – N100000 ($167 – $278) and Greater than 
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N100000 ($278). For the purpose of this analysis, the income level was recoded from five 
to three bands: lower band for households with monthly income less than N39000 ($108), 
middle band for households with monthly income between N40000 – N59000 ($111 – 
$164), and upper band for households with monthly income greater than N60000 ($167). 
For the analysis, the NHIS enrollment data from the 2016 survey was used. This 
is because of missing data for the indicator for some LCDAs in the 2014 survey. In 
addition, the 2014 survey reported two LCDAs with a 100% household NHIS 
registration, which does not truly represent the widespread low coverage of government 
insurance in the State and country. The indicator in the 2016 survey however, reflects a 
more believable state of NHIS registration in Lagos. On the other hand, the income level 
data used was from the 2014 survey. This is because this indicator was not included in 
the 2016 data received from the bureau of statistics. 
GPS Coordinates: The Lagos facility list received from PharmAccess contained 
the GPS coordinates for most of the facilities. The GPS coordinates help to specify the 
location of a health facility using unique values for the longitude and latitude of the 
facility. For the facilities without the GPS coordinates, their street addresses were 
geocoded from Google maps to find their longitude and latitude coordinates. The street 
addresses for about 10 facilities located in two rural LGAs did not appear in Google 
maps. However, since their LGAs were known, and removing them from the list would 
further reduce the number of facilities in the rural areas, the coordinates of a popular 
landmark within the LGA was used to ascertain the location of the health facilities. 
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Different landmarks were used to avoid using the same coordinates to represent different 
facilities. 
Developing Study Maps: The study maps were created using ArcGIS version 
10.6. A shapefile for Lagos State containing the LGA boundaries was imported from 
ArcGIS online database. The state map was joined to the LGA attribute dataset using the 
LGA names for analysis. 
Spatial Analysis 
The GPS coordinates for each facility allowed for the mapping of the geographic 
location of the health facilities. Exploratory spatial data analysis, a set of techniques used 
to identify and describe important and meaningful relationships or patterns across 
different areas on a map, was used to examine and visualize the spatial distribution of the 
NHIS accredited and non-accredited facilities (84–88). In the analyses, choropleth maps, 
which are maps with areas shaded or patterned according to the proportion of the variable 
of interest on the map, were used to examine and visualize the distribution of the health 
facilities in each LGA based on population size, urbanization, household income 
distribution, NHIS accreditation status and household NHIS registration. 
Results 
LGA Demographics: Urbanization, Population Size and Income Distribution 
To help better understand the distribution of health facilities across Lagos, this 
analysis begins by examining the urbanization, population size and income distribution 
across the LGAs. Lagos State has a population of about 24 million people and is 
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administratively divided into 20 LGAs (64). 16 of these LGAs are largely urban and 
make up the metropolitan part of Lagos, while the remaining 4 LGAs – Badagry, Epe, 
Ibeju-Lekki and Ikorodu – are largely rural. Metropolitan Lagos accounts for 91.5% of 
the population of Lagos State, while the predominantly rural LGAs account for the 
remaining 8.5% of the population. As a result, the metropolitan areas generally have 
larger population sizes compared to the rural areas. The most populated LGA is 
Alimosho with 11.7% (2,800,000) of the state population relative to other LGAs while 
the least populated LGA is Ibeju-Lekki with 0.6% (136,000). See Figures 5 and 6. 
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Figure 5: Map of Lagos State showing the LGAs by Population Size and Urbanization 
Figure 6: Closer View of the Population Size of LGAs in Metropolitan Lagos 
1 – Agege, 2 – Ajeromi-Ifelodun, 
3 – Alimosho, 4 – Amuwo-Odofin, 
5 – Apapa, 6 – Badagry, 7 – Epe, 
8 – Eti-Osa, 9 – Ibeju-Lekki, 
10 – Ifako-Ijaye, 11 – Ikeja, 
12 – Ikorodu, 13 – Kosofe, 
14 – Lagos Island, 
15 – Lagos Mainland, 16 – Mushin, 
17 – Ojo, 18 – Oshodi-Isolo, 
19 – Shomolu, 20 – Surulere 
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The rural LGAs are more likely than the  urban LGAs to have a higher proportion 
of their households in the lower band of monthly income – less than N39000 ($108) – 
and a lower proportion of their households in the upper band of monthly income – greater 
than N60000 ($166). For example, Ibeju-Lekki has the highest proportion of households 
earning less than N39000 ($108) monthly at 58% followed by Epe and Ikorodu at 55% 
and 53% respectively. These LGAs, compared to the rest of the LGAs have a lower 
proportion of households earning over N60000 ($166), 14% for Ibeju-Lekki, 16% for 
Ikorodu and 26% for Epe. All three LGAs are largely located in the rural part of the 
State. On the other hand, Ikeja has the highest proportion of households earning more 
than N60000 ($166) monthly at 60%, followed by Alimosho at 50% and Eti-Osa at 48%. 
These LGAs also have fewer households on the lower monthly income band with only 
18% for Ikeja, 26% for Alimosho and 29% for Eti-Osa. All three LGAs belong to the 
metropolitan part of Lagos. In the urban areas also, 8 LGAs stand out as having many 
households on the lower income band and very few households on the upper income 
band. They are Agege, Ajeromi-Ifelodun, Apapa, Ifako-Ijaye, Kosofe, Lagos Island, 
Mushin and Surulere (1, 2, 5, 10, 13, 14, 16 and 20 respectively). Figure 7 shows the 
income band that majority17 of households belong to in each LGA. For a breakdown of 
the income statistics for each LGA, see Annex 2. 
                                                          
17 LGAs with an equal or almost equal majority of households in both the lower and upper income 
band were assigned middle income band. 
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Figure 7: Lagos State LGAs by Urbanization and Income Level 
Location and Distribution of Health Facilities Participating in Government Insurance 
Next, the distribution of the health facilities participating in government insurance 
across Lagos is examined. Out of the 2726 health facilities in the combined inventory, 
845 (31%) are NHIS accredited facilities. Figure 8 shows that these facilities are not 
equally distributed across the LGAs particularly between the rural and urban areas. Each 
dot represents the coordinate and likely location of each facility with the blue dots 
representing the NHIS-accredited facilities and the red dots, non-accredited facilities. The 
rural areas compared to the urban areas are less likely to have health facilities 
participating in government insurance. For example, Epe (7), a rural LGA has the lowest 
number of NHIS-accredited facilities, 3 (0.4%) while Alimosho (3) in metropolitan 
Lagos has the highest number of NHIS accredited facilities 126 (15%). However, relative 
to the population sizes of each LGA, Figure 9 shows that apart from Epe LGA, the LGAs 
with bigger population sizes tend to have lower number of NHIS-accredited facilities per 
100,000 persons compared to LGAs with smaller population sizes. For example, Ikeja, 
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the capital of Lagos and an urban LGA has the highest number of NHIS accredited 
facilities per 100,000 persons at 8.3 followed by Ibeju-Lekki, a rural LGA at 7.3 despite 
both having smaller population sizes compared to the rest of the LGAs. Conversely, 
Alimosho, Mushin and Ajeromi-Ifelodun have larger population numbers but have fewer 
NHIS accredited facilities relative to their population sizes. For a breakdown of all the 
statistics by LGA, see Annex 3. 
Figure 8: Distribution of Health Facilities in Lagos State by Insurance Participation 
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Figure 9: NHIS Facilities per 100,000 Persons across LGAs in Lagos State 
Provider Participation in Government Insurance and LGA Income Level 
When income level of LGAs was compared with NHIS accredited providers, the 
LGAs with higher proportion of lower income households were more likely to have 
lower number of NHIS accredited facilities per 100,000 persons (excluding Ibeju-Lekki). 
However, the LGAs with fewer lower and higher upper income households were mixed 
on the number of NHIS accredited facilities per 100,000 persons. While some like Ikeja 
and Oshodi-Isolo had higher number of NHIS accredited facilities per 100,000 persons, 
others like Alimosho and Eti-Osa had lower number of NHIS accredited facilities per 
100,000 persons. See Figure 10. 
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Figure 10: Distribution of NHIS Accredited Facilities by Income Level 
Location and Distribution of Households Registered with Government Insurance 
Examining the proportion of government-insured households in each LGA 
relative to the total population, Figure 11 shows that excluding the two LGAs with zero 
household NHIS registration in the urban area (Agege and Ifako-Ijaye), the rural LGAs 
compared to the urban LGAs generally have fewer household NHIS registration. The low 
government insurance coverage in the rural LGAs relative to the urban LGAs could be 
because many of the rural LGAs have hard and far-to-reach areas, which may make 
getting government programs or services to them more strenuous. In addition, it could be 
because many of the federal civil servants working for the government are more likely to 
reside in the urban than rural areas. 
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Figure 11: Distribution of Government Insured Households by LGA Urbanization 
Households Registered with Government Insurance and Income Level 
Comparing the income level of LGAs with households registered with NHIS 
shows that the NHIS insureds are in a mix of lower, middle and upper income LGAs. 
However, fewer insureds are more likely to be found in the lower income than higher 
income LGAs. For example, Figure 12 shows that the LGAs with zero household NHIS 
registration (Agege and Ifako-Ijaye) have high number of households with a lower 
monthly income of less than N39000 ($108). In addition, Ibeju-Lekki, the next LGA with 
the lowest number of households registered with NHIS has a high proportion of 
households with monthly income that is less than N39000 ($108). In contrast, the LGAs 
with more middle to upper income households generally have mid to high number of 
households registered with NHIS. 
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Figure 12: Distribution of NHIS Registered Households by LGA Income Level 
Association between Provider Government-Insurance Participation and Household 
Government-Insurance Participation 
Lastly, this study examines across the LGAs if there is any association between 
provider participation and household participation in government insurance. This analysis 
first begins by exploring the association between NHIS facility participation and 
proportion of households in each LGA participating in NHIS. The second analysis 
explores the association between NHIS facility participation and NHIS enrollment within 
an LGA with respect to the entire population of Lagos. 
Beginning with the proportion of households registered with NHIS in each LGA, 
Figure 13 shows that apart from a few LGAs, the LGAs with higher proportion of NHIS 
insureds generally have smaller number of NHIS accredited facilities per 100,000 persons 
compared to LGAs with lower proportion of NHIS insureds. 
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Figure 13: NHIS Enrollees per LGA and Accredited Facilities per 100,000 Persons 
With respect to the total population of Lagos state, Figure 14 shows that the 
LGAs with higher number of NHIS insureds also have smaller number of NHIS 
accredited facilities per 100,000 persons. However, when compared with Figure 13, 
Figure 14 shows that populous LGAs like Alimosho, Ajeromi-Ifelodun, Mushin and 
Surulere have high amount of NHIS insureds relative to other LGAs. 
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13 – Kosofe, 14 – Lagos Island, 
15 – Lagos Mainland, 16 – Mushin, 17 – Ojo, 
18 – Oshodi-Isolo, 19 – Shomolu, 20 – Surulere  
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Figure 14: Distribution of NHIS Enrollees and NHIS Facilities per 100,000 Persons 
To understand areas where government may need to target as it expands its 
insurance program, the association between NHIS unregistered households and NHIS 
accredited facilities is explored. Figure 15 shows that across the state, the proportion of 
NHIS unregistered households in each LGA is generally high. Although, rural LGAs like 
Ibeju-Lekki and Epe, low income urban LGAs like Agege and Ifako-Ijaye, and high 
income urban LGAs like Alimosho and Eti-Osa have higher proportion of NHIS 
unregistered households relative to other LGAs. 
However, in absolute numbers, Figure 16 shows that there are more NHIS 
unregistered households in the urban than in the rural LGAs. In addition, populous LGAs 
like Alimosho, Ajeromi-Ifelodun, Mushin and Shomolu, have higher number of NHIS 
unregistered households and fewer accredited facilities per 100,000 persons compared to 
less populous LGAs like Ibeju-Lekki, Amuwo-Odofin and Ikeja, with lower number of 
1 – Agege, 2 – Ajeromi-Ifelodun, 3 – Alimosho, 
4 – Amuwo-Odofin, 5 – Apapa, 6 – Badagry,  
7 – Epe, 8 – Eti-Osa, 9 – Ibeju-Lekki, 
10 – Ifako-Ijaye, 11 – Ikeja, 12 – Ikorodu,  
13 – Kosofe, 14 – Lagos Island, 
15 – Lagos Mainland, 16 – Mushin, 17 – Ojo,  
18 – Oshodi-Isolo, 19 – Shomolu, 20 – Surulere  
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NHIS unregistered households and higher number of NHIS accredited facilities. 
Expanding the LSHS in the populous LGAs without increasing the number of facilities 
for enrollees could put pressure on the capacity of the few accredited facilities or may 
mean that residents would have to travel to a different LGA in order to access care. 
Figure 15: Non-NHIS Enrollees per LGA and Accredited Facilities per 100,000 Persons 
 
 
 
 
1 – Agege, 2 – Ajeromi-Ifelodun, 3 – Alimosho, 
4 – Amuwo-Odofin, 5 – Apapa, 6 – Badagry, 
7 – Epe, 8 – Eti-Osa, 9 – Ibeju-Lekki, 
10 – Ifako-Ijaye, 11 – Ikeja, 12 – Ikorodu, 
13 – Kosofe, 14 – Lagos Island, 
15 – Lagos Mainland, 16 – Mushin, 17 – Ojo, 
18 – Oshodi-Isolo, 19 – Shomolu, 20 – Surulere  
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Figure 16: Distribution of Non-NHIS Enrollees and NHIS Facilities per 100,000 Persons 
Discussion 
The purpose of the visual mapping and analysis was to show meaningful patterns 
in the distribution of health facilities across Lagos State based on differences in LGA 
demographics such as population size, urbanization and household income, and other 
variables of interest related to provider and household government-insurance 
participation. Thus, a good visual mapping could help answer pertinent questions on 
where the NHIS accredited facilities and NHIS insureds are located, and if there is any 
association between provider insurance participation and household insurance 
participation. From the visual examination and analysis above, the following findings are 
highlighted.  
First, when looking at the LGA demographics, LGAs in the rural areas more than 
those in the urban areas generally had smaller populations and a higher proportion of 
1 – Agege, 2 – Ajeromi-Ifelodun, 3 – Alimosho, 
4 – Amuwo-Odofin, 5 – Apapa, 6 – Badagry,  
7 – Epe, 8 – Eti-Osa, 9 – Ibeju-Lekki, 
10 – Ifako-Ijaye, 11 – Ikeja, 12 – Ikorodu,  
13 – Kosofe, 14 – Lagos Island, 
15 – Lagos Mainland, 16 – Mushin, 17 – Ojo,  
18 – Oshodi-Isolo, 19 – Shomolu, 20 – Surulere  
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lower-income households. On the other hand, the 16 largely urban LGAs were mixed in 
terms of population size and income level, though only about half of them stood out as 
having more low-income households than the rest. 
Second, in terms of the distribution of NHIS-accredited facilities, LGAs with 
larger population sizes tend to have lower number of NHIS-accredited facilities per 
100,000 persons compared to LGAs with smaller population sizes. In addition, the lower-
income LGAs irrespective of location were more likely to have fewer NHIS-accredited 
facilities per 100,000 persons than higher income LGAs. However, for the upper income 
LGAs, the number of NHIS-accredited facilities per 100,000 persons was mixed with 
some LGAs having fewer numbers of NHIS-accredited facilities per 100,000 persons and 
others having higher numbers of accredited facilities per 100,000 persons. 
Third, on the distribution of NHIS-insured households, fewer insureds are more 
likely to be found in the lower income than higher income LGAs whereas the LGAs with 
more higher-income households tend to have higher number of households registered 
with NHIS. In addition, the rural LGAs compared to the urban LGAs are more likely to 
have fewer NHIS insureds. 
Lastly, the association between provider insurance participation and household 
insurance participation showed that except for a few LGAs, the LGAs with higher 
proportion of households registered with NHIS generally had smaller number of NHIS 
accredited facilities per 100,000 persons. In the same vein, many of the LGAs with high 
amount of yet to be registered NHIS enrollees also have fewer accredited facilities. If the 
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insured population should expand here through the LSHS without enrolling additional 
facilities, there could be substantial pressure on the capacity of the facilities that now 
participate in NHIS. 
In the end, while the analysis for this study was exploratory and descriptive in 
nature, it has helped to provide answers to the questions of where the NHIS accredited 
facilities and the current NHIS insureds are located. It is clear from the analysis that the 
low-income and the highly populated urban LGAs compared to the rest of the LGAs 
generally have fewer NHIS accredited facilities and many NHIS uninsured households. 
As a result, the government would need to direct its facility accreditation and household 
registration efforts for the LSHS to these areas. The government needs to pay particular 
attention to Alimosho, Ajeromi-Ifelodun, Mushin, Shomolu and Eti-Osa LGAs for these 
efforts. In addition, attention should be focused on understanding why there is no 
household registered for government insurance in Agege and Ifako-Ijaye LGAs despite 
having some accredited facilities. Furthermore, many of the rural LGAs even though they 
have fewer non-NHIS enrollees compared to the urban LGAs, still have many uninsured 
relative to their population numbers. As a result, they should also be prioritized for 
increased household registration and facility accreditation. Finally, Ikeja with high 
number of accredited facilities but fewer enrollees relative to other LGAs should be 
targeted in order to increase household uptake of government insurance in the area.  
Study Limitations 
Although the study findings are useful for policy makers in targeting areas in need 
of increased access to healthcare through a government insurance program, it is important 
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to note several methodological limitations. First, this study was a cross-sectional design 
that used publicly available data from several sources. As a result, the quality of the 
findings is largely dependent on the quality of data used. In addition, caution should be 
taken in the interpretation of the findings, as it would be impossible to infer a causal 
relationship between the LGA demographics such as income level and urbanization, and 
the level of provider or household insurance participation in each LGA. Furthermore, the 
findings from the visual mapping could suffer from ecological fallacy, as one cannot 
generalize the findings at the LGA level to individuals living in the LGAs. In addition, it 
was difficult to account for people that seek care outside of their LGAs. As a result, this 
study assumes no cross LGA service delivery. Lastly, while the NHIS enrollment and 
income level data were from the same household survey, they were from two different 
years. Nevertheless, they offer a starting point on the use of available public data, and the 
need for government to improve access to such type of data for researchers working to 
guide senior government officials in making effective policy decisions in real time. 
Conclusion 
 This study used GIS software and secondary data drawn from a comprehensive 
list of healthcare providers in Lagos, directory of NHIS facilities and household survey 
reports to demonstrate the uneven distribution of NHIS accredited facilities and NHIS 
insureds across Lagos State. The findings from this approach offer evidence and guidance 
to Lagos State policy makers in the implementation and scale up of the Lagos State 
Health Scheme. As the government commences the roll out of the scheme, special efforts 
to improve both uptake of household government insurance and accreditation of health 
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facilities will be necessary for low income and highly populated LGAs in urban areas, 
particularly Alimosho, Ajeromi-Ifelodun, Mushin, Shomolu and Eti-Osa. 
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CHAPTER 6: POLICY RECOMMENDATIONS AND CONCLUSION 
 The primary and secondary data analyses for this study have provided an 
understanding of the characteristics of providers that participate in insurance programs, 
the factors that influence their participation, the expectations of facility managers from 
the LSHS, and where the NHIS accredited facilities and currently government insureds 
are located. These findings offer wider implications for the Lagos State Government and 
LSHS, which are described below. 
6.1 Policy Recommendations 
First, the large private facilities, based on bed size, patient volume and staffing, 
more than the smaller facilities are likely to benefit more from the scheme. These larger 
facilities seem to be well positioned for the scheme, as they have the capacity and 
workforce, ability to upgrade for quality improvement, and to hire as needed to manage 
the HMO/insurer relationship.  This is definitely a problem for smaller facilities. In 
contrast, the smaller facilities are the ones that may face a real problem managing on 
capitation fees if they have few insureds that need a lot of care. For these facilities, 
capitation may appear inadequate and insurance participation may not be profitable for 
them. While there is also some argument about the adequacy of capitation, the big 
facilities see it as a plus because of the guaranteed monthly payment received for every 
enrollee registered with their facilities, and given the risks of FFS, it almost certainly 
should be maintained in the Lagos scheme.  
Secondly, the public facilities, particularly the smaller ones are going to have a 
hard time upgrading for accreditation, quality improvement, and in getting the resources 
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to accommodate increased patient volumes. This is largely because of the bureaucracy 
and the lack of autonomy at the public facility level to make decisions and get access to 
capital. As the Lagos State rolls out its health scheme, these limitations must be 
considered. The big question would be how to support the public facilities to invest in 
facility upgrades. Though private facilities want the government to provide increased 
access to low interest loans as the banks interest rates are very high and would have a 
long run negative effect on their businesses, they seem to have other sources of finance 
such as from investors or from innovative financing schemes like the Medical Credit 
Fund. However, this is not the case for public facilities and implementing such innovative 
financing schemes with the public facilities could be an interesting consideration for 
government to finance the upgrade of the public facilities. 
Thirdly, LSHS must ensure that payments are made regularly, as irregular and 
unpredictable payments could backfire on the scheme. As stated earlier, the big facilities 
see insured patients as a financial plus, and relatively few facilities with many insured 
patients are losing money. Therefore, if payment is regular, expanded insurance 
enrollment should not create a financial threat to these facilities. However, it will if the 
plan is actuarially unsound or funds are poorly managed and payments delayed. 
Fourthly, if HMOs are being considered in the roll out of the scheme, the LSHS 
should consider the associated administrative burden for providers that would need to 
work with multiple HMOs. The HMO model has been beneficial to the NHIS as a non-
governmental system for paying capitations, approving secondary care, and a non-
governmental system to process claims for that care. This model is valuable since some 
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of the personnel needed to run an efficient claims payment system may be unavailable in 
the civil service system. Thus, for efficient claims processing, we would suggest that 
Lagos State considers selecting one HMO through a competitive process to perform this 
duty. However, we understand that one HMO across the state may create a monopoly, 
and as a result, we would suggest having one HMO in charge of each of the five 
senatorial zones in Lagos and for government to contract with each HMO for a maximum 
of 4 years, after which a competitive selection process would commence again. This is 
similar to what is done in the United States with the Medicare program, where private 
healthcare insurers compete to handle claims for exclusive geographic regions (89,90). In 
the end, the LSHS would get the advantage of private sector claims processing expertise 
without unduly complicating the provider’s administrative duties by forcing them to deal 
with multiple payers. 
Fifth, the PHC facilities are not ready for the LSHS. If it is the desire of the 
government to have small PHC facilities participate, there will need to be special 
outreach and technical support for them, and perhaps even a reinsurance mechanism if 
enrollment is too low to “make it on the averages” with capitation. 
Sixth, the risk of local government cutting back commitments to the primary 
health facilities is real, and needs to be thought through. One way would be for the 
insurance plan to pay a bonus for “outreach” work to providers in locations where there is 
a large population of poor insureds. Or to otherwise maintain local government funding. 
In addition, the local government officials would need to be enlightened properly about 
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their role in the implementation of the scheme. Their buy-in and support at the grassroot 
level would be crucial to the eventual success of the scheme. 
Seventh, there is a problem with some insureds understanding of their 
benefits.  This will only get worse as insurance is more broadly available.  As a result, it 
would be important for the LSHS to keep the benefit package simple, and invest in the 
education of population members about the role of insurance, the benefit package and 
expectations when they show up for care. 
Lastly, since the rural and urban low-income areas generally have low household 
government-insurance participation, the Lagos state government should target both 
households and providers in these areas in the beginning of its implementation. In 
addition, government should also focus on improving government insurance uptake and 
contracting with providers in the densely populated LGAs. Furthermore, government 
must ensure that the timeline for household registration efforts align with facility 
accreditation in each LGA, so that there are enough provider facilities for registered 
enrollees to access care. Areas for government to prioritize are listed in Table 44 below.  
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Table 44: Priority LGA Lists and Rationale 
. LGAs Rationale for Prioritization Strategy 
1. Alimosho, 
Ajeromi-
Ifelodun, 
Mushin, and 
Shomolu 
These LGAs are densely populated, 
mostly low-income, have many 
government uninsured population 
members and relatively few providers 
already accredited by NHIS 
Focus on improving uptake of 
government insurance among 
residents and aggressively target 
providers in these areas to be 
accredited for the LSHS  
2. Agege and 
Ifako-Ijaye 
Zero household NHIS registration 
despite having some facilities already 
accredited by NHIS 
Focus on understanding and 
improving the poor uptake of 
government insurance among the 
population members, while 
increasing provider uptake of the 
LSHS  
3. Epe, Badagry, 
and Ikorodu 
These rural LGAs relative to their 
own population sizes have few NHIS 
accredited facilities and households 
enrolled in government insurance 
Focus on increasing government 
insurance participation among 
households and providers in the 
LGAs 
4. Ibeju-Lekki 
and Ikeja 
LGAs have high number of NHIS 
accredited facilities related to other 
LGAs but few NHIS enrollees 
Focus on understanding and 
improving the poor uptake of 
government insurance among the 
population members 
5. Eti-Osa Upper income LGA with low NHIS 
participation among households and 
providers 
Focus on improving uptake of 
government insurance among 
residents and also target providers 
in the area to be accredited for the 
LSHS 
 
6.2 Conclusion 
To bring it all together, this study used the two-sided economic theory by Sloan 
and colleagues to assess the determinants of provider participation in insurance (55). This 
theory hypothesized that there are two markets, public and private, where providers sell 
their services, and that providers would naturally gravitate towards the market that offers 
more financial benefits. This means that a provider as a profit-maximizing entity would 
consider first a market that offers more benefits than costs before considering the other. 
From this study, it is clear that the perceived benefits of participating in insurance in the 
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private market outweigh its perceived costs, particularly for the big facilities, whereas, 
this is likely not the case for the public insurance market. This is evident from the results 
showing that providers generally perceived private insurance to be more profitable than 
government insurance even though government insurance paid faster and more regularly. 
This could be, as explained by the two-sided economic theory that providers in the 
private market are price setters and as a result can negotiate with HMOs the amount 
charged to insured patients. On the other hand, in the public insurance market, providers 
are price takers and do not have control over the amount charged to patients. 
Therefore, the key to success of the LSHS lies in the government’s ability to 
effectively manage and finance the scheme, and contract with healthcare providers 
especially those in the low income and densely populated LGAs. In its contracting with 
providers, the Lagos State Government must create policies that would ensure a reduction 
in the costs and an improvement in the benefits of insurance participation for the 
providers. We have provided useful policy recommendations that can help the Lagos 
State Government achieve this and accelerate its progress towards universal health 
coverage. 
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APPENDIX 
Annex 1: Provider Questionnaire 
Healthcare Provider Participation in Insurance Programs in Lagos State: Benefits, 
Challenges and Expectations  
 
Preliminary information 
Date of interview: (DD/MM/YY) (____/____/____) Health facility code: 
Name of interviewer: 
Time Spent Start time: (HR/MIN) (_____/_____) End time: (HR/MIN) (_____/_____) 
 
Questionnaire Overview 
This survey questionnaire is about healthcare providers’ expectations, challenges and benefits of 
participating in insurance programs. The questionnaire contains two parts and five sections. 
Please feel free to discuss and share your ideas, opinions and experiences. All your responses will 
remain confidential. 
 
PART A: PROVIDER SURVEY QUESTIONNAIRE 
SECTION 1: FACILITY CHARACTERISTICS 
1. Location 
1. Urban 
2. Peri-urban 
3. Rural 
 
2. Ownership 
1. Mission/Faith-based 
2. NGO/Not-for-profit 
3. Private for-profit 
a. Company 
b. Individual 
4. Government/Public 
5. Others: Specify _____________ 
 
3. Level of health facility 
1. Primary 
2. Secondary 
3. Primary and Secondary 
4. Tertiary 
 
 
 
 
 
4. Type of health facility 
1. Health Clinic/Post 
2. Nursing/Maternity Home 
3. General Hospital/Medical 
Centre 
4. Specialist Hospital  
5. Teaching Hospital 
6. Others: Specify _____________ 
 
5. Bed size 
1. No Beds 
2. Less than 10 beds 
3. 11 – 20 beds 
4. Greater than 20 beds 
 
6. Number of years in operation 
1. Less than 1 year 
2. 1 – 5 years 
3. 5.1 – 10 years  
4. 10.1 – 20 years 
5. Greater than 20 years 
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7. Staffing/Human resource 
Indicate number of staff available in health facility in 2016 disaggregated by full time and part 
time 
Cadre Full time Part time Total 
Doctor    
Nurse    
Midwife    
Auxiliary nurse    
Community Health Worker    
Pharmacist    
Pharmacy technician    
Pharmacy assistant    
Laboratory technician    
Laboratory scientist    
Non-medical personnel    
Others    
 
8. Service Delivery Volume 
Indicate volume of services below for 2015 and 2016  
S/N Service 2015 2016 
a. Total number of inpatient admissions   
b. Total number of deliveries   
c. Total number of outpatient visits   
d. Total number of laboratory tests   
 
9. Insurance Participation 
a. Does health facility accept patients with health insurance? 
1. Yes 
2. No 
 
If answer is No, please skip to Question 9f below. If Yes, continue with Question 9b 
 
b. If Yes to 9a above, what type of insurance, does health facility accept? 
1. National Health Insurance Scheme (NHIS) 
2. Community Based Health Insurance (CBHI) 
3. Private Health Insurance 
4. Others: Please specify_______________ 
 
c. How many years has health facility accepted patients from the following insurers?  
1. National Health Insurance Scheme, Number of years [         ] 
2. Community Based Health Insurance, Number of years [         ] 
3. Private Health Insurance, Number of years [         ] 
4. Others: Please specify_____________, Number of years [         ] 
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d. What proportion of total patients in 2016 paid via: 
1. National Health Insurance Scheme (NHIS) ________ 
2. Community Based Health Insurance (CBHI) _______ 
3. Private Health Insurance _______________________ 
4. Private Out-of-Pocket ________________________ 
5. Others: Please specify_________________________ 
 
e. At the end of 2016, how many HMOs were affiliated with the health facility? _____ 
 
f. If No to Question 9a above, did health facility accept patients with insurance in the 
past? 
1. Yes 
2. No 
 
If Yes to Question 9f, continue with Questions 9g to 9i. If No, skip to Question 10 
 
g. If Yes to Question 9f above, what type of health insurance did health facility accept 
in the past? 
1. National Health Insurance Scheme 
2. Community Based Health Insurance 
3. Private Health Insurance 
4. Others: Please specify___________ 
 
h. How many years did health facility consecutively accept insured patients in the 
following programs before stopping: 
1. National Health Insurance Scheme, Number of years [     ], End Date: ______ 
2. Community Based Health Insurance, Number of years [    ], End Date: _____ 
3. Private Health Insurance, Number of years [     ], End Date: ______________ 
4. Others: Please specify___________, Number of years [     ], End Date: _____ 
 
i. Why was collaboration with insurance(s) discontinued? 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 
 
PART B: PROVIDER INTERVIEW GUIDE 
SECTION 2: HEALTH FACILITY MANAGER/ADMINISTRATOR INFORMATION 
10. Profession of health administrator/facility manager 
1. Medical doctor 
2. Nurse 
3. Midwife 
4. Pharmacist 
5. Non-medical professional: Please specify______________ 
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11. Highest qualification of health administrator/facility manager 
1. Bachelors 
2. Masters 
3. PhD 
4. Others: Please specify _________________________ 
 
12. Number of years spent as administrator/manager in health facility [_______years] 
 
13. Gender of administrator/manager 
1. Male 
2. Female 
 
14. Age of facility manager [______years] 
 
 
SECTION 3: FACILITY FINANCIAL INFORMATION 
15. Revenue 
a. What was the total revenue for health facility in 2016? 
1. Less than 1 million Naira 
2. 1 – 5 million Naira 
3. 5.1 – 10 million Naira 
4. 10.1 – 25 million Naira 
5. Greater than 25 million Naira 
b. What was the proportion of revenue due to insurance payments in 2016? ___________ 
c. By what proportion did insurance revenue grow/decline between 2015 and 2016? _____ 
d. Why did insurance revenue grow/decline between 2015 and 2016? 
________________________________________________________________________
________________________________________________________________________ 
 
16. Expenditure 
a. What was the total expenditure for health facility in 2016? 
1. Less than 1 million Naira 
2. 1 – 5 million Naira 
3. 5.1 – 10 million Naira 
4. 10.1 – 25 million Naira 
5. Greater than 25 million Naira 
 
b. By what proportion did the expenditure grow/decline between 2015 and 2016? ________ 
c. Why did the expenditure grow/decline between 2015 and 2016? 
________________________________________________________________________
________________________________________________________________________ 
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17. Profit        Surplus Loss           (Ask facility manager and check the one that 
applies) 
a. What was the total profit/surplus/loss for health facility in 2016? 
 Less than 1 million Naira 
 1 – 5 million Naira 
 5.1 – 10 million Naira 
 10.1 – 25 million Naira 
 Greater than 25 million Naira 
 
b. By what proportion did the profit/surplus/loss grow or decline between 2015 and 2016? 
_____ 
c. Why did the profit/surplus/loss grow or decline between 2015 and 2016? 
________________________________________________________________________
________________________________________________________________________ 
 
SECTION 4: FACILITY INSURANCE PARTICIPATION EXPERIENCE 
 
Please complete Questions 18 to 23 if health facility is accepting or has accepted patients with 
insurance in the past. If not, skip to question 24 
18. What are/were the health facility benefits of participating in insurance? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
Probe along the lines of patient volume, cash flow, revenue, profit (surplus), and 
opportunity to invest in facility/infrastructure upgrade 
 
19.  Can you rank the benefits of insurance participation below on order of importance to 
your health facility, with 1 being the most important? 
Rank 
1. Increase in the volume of patients    _____ 
2. Increased cash flow      _____ 
3. Increased revenue      _____ 
4. Increased profit (surplus)     _____ 
5. Opportunity to invest in facility/infrastructure upgrade  _____ 
6. Others _______________________________________  _____ 
 
20. What are/were health facility challenges with participating in insurance? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
Probe along the lines of reimbursement fees, paper work, claims processing, patient 
expectations, attitude of HMOs 
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21. Can you rank the challenges of insurance participation below on the order of importance 
to your health facility, with 1 being the most important  
Rank 
1. Low reimbursement fees     ______ 
2. Amount of paper work      ______ 
3. Inappropriate denial of payment     ______ 
4. Speed of processing payment     ______ 
5. Unruly behaviour of patients     ______ 
6. Unrealistic expectations of benefits and services from patients ______ 
7. Poor attitude of HMOs      ______ 
8. Others_____________________________________________ ______ 
 
22. Probe for the manager/administrator’s perception on the following: 
a. What do you think about the facility’s ability to meet the cost of providing services from 
the capitation fee paid by: 
1. Government Insurance 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 
2. Private Insurance 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 
 
b. What do you think about the facility’s ability to meet the cost of providing services from 
the Fee-For-Service paid by: 
1. Government Insurance 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 
2. Private Insurance 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 
 
c. For facilities accepting government insurance, what is the extent to which government’s 
insurance has contributed to health facility’s bottom line profit or surplus? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
d. For facilities accepting private insurance, what is the extent to which private insurance 
has contributed to health facility’s bottom line profit or surplus? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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e. How does facility file for claims and reimbursed for services provided to insured 
patients? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
f. Is the process in 22e above different for government and private insurance? If yes, how? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
g. What is the timeliness of claims processing and reimbursement? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
h. What is the type of workforce needed for a health facility participating in insurance, and 
why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
i. To what extent is the workforce needed to handle insurance work available and easy to 
recruit in the labour market? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
j. What is the ability and capacity of the health facility to train workforce required to handle 
the insurance program? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
k. Did you change staffing patterns or training as a result of joining an insurance plan? 
 Yes. How and why? 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 No. Why not? 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
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l. What systematic changes did you make in the health facility to serve patients with 
insurance? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
m. How would you describe the process by which referrals are approved, the timeliness and 
ease of referring patients to specialist or teaching hospitals? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
n. Did you make any efforts to recruit insured patients? If yes, how did you do that? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
o. How would you describe insured patients understanding of their benefit plan and 
expectations when they show up for care? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
p. How would you describe insured patients’ attitude to care and their level of utilization?   
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
q. What type of accreditation does your health facility have now?  
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
r. What is the process of getting accreditation as a health provider? How easy is it and is it a 
barrier to insurance participation? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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s. How do you interact with HMOs? Do they make inspections or quality checks? What 
happens after such checks? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
t. Did you change quality improvement procedures or clinical protocols as a result of 
joining an insurance plan?  
 Yes. How and why? 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 
 No. Why not? 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 
u. How confident is health facility to meet the quality standard? Will it be too costly to 
achieve? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
v. How does the health facility raise funds for improvements? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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23. Please compare the following aspect of government’s insurance with private insurance 
(Only applicable to health facilities with experience with both private and government 
insurance) 
 
Aspects of government insurance Compared to private insurance 
a. Reimbursement  More Less Much Less No Difference 
b. Amount of paper work More Less Much Less No Difference 
c. Speed of processing payment More Less Much Less No Difference 
d. Inappropriate denial of payments More Less Much Less No Difference 
e. Severity of health needs of patients More Less Much Less No Difference 
f. Likelihood of patients not to show up for 
appointments 
More Less Much Less No Difference 
g. Likelihood of non-compliance among patients More Less Much Less No Difference 
h. Level of patients understanding of benefit package 
and expected services  
More Less Much Less No Difference 
i. Level of patients utilization of services More Less Much Less No Difference 
j. Desirability of patients More Less Much Less No Difference 
k. Degree to which HMOs respond rapidly to referral 
requests 
More Less Much Less No Difference 
l. Ease of accreditation More Less Much Less No Difference 
 
SECTION 5: PROVIDER PERCEPTION OF LAGOS STATE HEALTH INSURANCE 
SCHEME 
24. Is administrator/manager aware of the Lagos State Health Insurance Scheme’s (LSHS) 
roll out? 
1. Yes 
2. No 
 
25. Has health facility registered and accredited as a provider for the LSHS? 
1. Yes 
2. No 
 
26. If Yes, why did the health facility register as a provider for the LSHS? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
27. If No to Question 25, why has the health facility not registered as a provider for the 
LSHS? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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28. If No to Question 25, does the health facility intend to register as a provider for the 
LSHS? 
1. Yes 
2. No 
 
29. If Yes to Question 28, when? _________________________ 
 
30. If No to Question 28, why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
31. If No to Question 28, what would spur or attract management of health facility to register 
as a provider for the LSHS? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
32. What opportunities does the manager think that LSHS could bring to the health facility? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
33. What challenges does the manager foresee with the implementation of the LSHS? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
34. If health facility experiences an increased volume of patients, what is the manager’s 
perception of the facility’s capacity to accommodate increased demand for services from 
insured patients? Would the facility need extra resources to participate? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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35. Given the potential opportunities with accepting patients with government insurance, to 
what extent is the management of the health facility willing to invest in infrastructure 
upgrade? 
 Very willing 
 Willing 
 Somewhat willing 
 Not willing 
 Not very willing  
 
36. If health facility is willing to invest in infrastructure upgrade, what part of the health 
facility system from the list below would be prioritized for investment, and why? Please 
rank from the highest to lowest priority, with 1 representing highest priority 
Rank 
Medical Staff        _____ 
Non-medical staff       _____ 
Bed capacity        _____ 
Administrative infrastructure for claims     _____  
Technology systems       _____ 
Drugs and commodities       _____ 
Referral system        _____ 
 
Why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Where does health facility expect to get the funding for this investment? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
37. Please carefully select based on how you think your facility ranks on current capacity and 
ability to obtain the capacity needed for an increased volume of patients: 
 
 Current Capacity Ability to obtain capacity needed 
Medical Staff Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Non-medical staff Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
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Bed capacity Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Administrative 
infrastructure 
Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Technology systems Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Availability of drugs and 
commodities 
Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Financial resources to 
invest in infrastructure 
upgrade if needed 
Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Referral system if primary 
health facility 
Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
Quality improvement 
system 
Very adequate 
Adequate 
Somewhat adequate 
Inadequate 
Very inadequate 
Very capable 
Capable 
Somewhat capable 
Incapable 
Very incapable 
 
38. What type of support can the Lagos state government provide to address some of the 
inadequacies identified in Question 35? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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39. What can the Lagos State Health Commission do to address some of the bottlenecks with 
government insurance? 
 
Low reimbursement fees  
 
 
Amount of paper work  
 
 
Inappropriate denial of payment  
 
 
Speed of processing payment  
 
 
Unrealistic expectations of patients 
with government insurance  
 
 
 
Attitude of HMOs  
 
 
Accreditation of health facility  
 
 
Others 
 
 
 
 
40. Are there other issues relevant to the questions asked that you think we have not talked 
about but would like to discuss? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Annex 2: Monthly Income Distribution of Households across LGAs in Lagos 
LGA/Income Band 
Estimated 
Population (2016)* 
<N39,000 N40000 - N59000 >N60,000 
Agege 1415547 45% 32% 24% 
Ajeromi-Ifelodun 1966700 40% 28% 32% 
Alimosho 2804919 26% 25% 50% 
Amuwo-Odofin 719337 28% 39% 33% 
Apapa 715792 43% 30% 28% 
Badagry 521267 40% 22% 38% 
Epe 443457 55% 19% 26% 
Eti-Osa 1347653 29% 23% 48% 
Ibeju-Lekki 136394 58% 28% 14% 
Ifako-Ijaye 1019902 49% 18% 33% 
Ikeja 888903 18% 22% 60% 
Ikorodu 944158 53% 31% 16% 
Kosofe 1280646 43% 24% 32% 
Lagos Island 1178200 40% 33% 28% 
Lagos Mainland 862524 37% 26% 38% 
Mushin 1810797 38% 36% 27% 
Ojo 1290113 32% 29% 38% 
Oshodi-Isolo 1554604 34% 24% 42% 
Shomolu 1404666 30% 27% 44% 
Surulere 1746183 46% 32% 22% 
Source: Lagos State Household Survey, 2014 
*Projected population from household survey based on estimated growth rate 
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Annex 3: NHIS Accredited Facilities and Registered Households in Lagos State 
LGA 
No. of 
facilities 
NHIS 
Accredited 
% Facilities 
Accredited 
NHIS 
Facilities 
Per 
100,000 
Persons 
% of NHIS 
Registered 
Households 
per LGA 
% of 
NHIS 
Enrollees 
in Lagos 
% of 
NHIS 
Uninsured 
in Lagos 
Agege 110 37 34% 2.6 0% 0% 5.9% 
Ajeromi-
Ifelodun 
121 45 37% 2.3 23% 1.9% 6.3% 
Alimosho 438 126 29% 4.5 20% 2.3% 9.3% 
Amuwo-
Odofin 
99 41 41% 5.7 34% 1.0% 2.0% 
Apapa 51 20 39% 2.8 35% 1.0% 1.9% 
Badagry 83 19 23% 3.6 46% 1.0% 1.2% 
Epe 25 3 12% 0.7 14% 0.3% 1.6% 
Eti-Osa 157 35 22% 2.6 15% 0.8% 4.8% 
Ibeju-Lekki 50 10 20% 7.3 7% 0.04% 0.5% 
Ifako-Ijaye 111 39 35% 3.8 0% 0% 4.2% 
Ikeja 172 74 43% 8.3 11% 0.4% 3.3% 
Ikorodu 194 33 17% 3.5 22% 0.9% 3.1% 
Kosofe 151 55 36% 4.3 30% 1.6% 3.7% 
Lagos Island 83 19 23% 1.6 27% 1.3% 3.6% 
Lagos 
Mainland 
85 26 31% 3.0 28% 1.0% 2.6% 
Mushin 116 36 31% 2.0 18% 1.4% 6.2% 
Ojo 163 34 21% 2.6 24% 1.3% 4.1% 
Oshodi-Isolo 202 79 39% 5.1 27% 1.7% 4.7% 
Shomolu 83 23 28% 1.6 16% 0.9% 4.9% 
Surulere 232 91 39% 5.2 30% 2.2% 5.1% 
Total/Average 2726 845 31% 3.5 21% 21% 79% 
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